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IBSTRACT 

The report describes the initial de:)ign and the 
prelininary backgrouna exploration, subsequent developaent, and 
feasibility testing of lethods for conducting a continuing National 
Aubulatory Hedical Care Survey (NAHCS) . Selected feasibility study 
findings are presented to illustrate collected data and suggest kinds 
of inforiation that uay be eipected vhen substantive survey results 
becone available on a continuing national basis. BAMCS was authorized 
to gather and disseminate statistical inforaation about aabulatory 
health care provided by off ice^based physicians to the population of 
the United States. Aabulatory hdalth care is defined as health 
services rendered individuals under their ovn cognizance* at a tiae 
when they are not in a hospital or other health care institution. 
Thirteen pages of detailed tables present the survey results 
regarding annual voluae (1967-1972) and rates of patient visits for 
population groups, aedical specialty groups, and geographic areas. 
Quantitative descriptions of visit characteristics indcde 
tabulations of patient's probleas, reasons for visit, diagnoses, 
services, treataent, and subsequent disposition. The 40*page appendix 
presents the data collection foras for the survey and field tests. 
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PREFACE 



This report describes the* initial design and the preliminary 
background exploration, subsequent development, and tcas-bility 
testing of methods for conducting a continuing National Ambulatory 
Medical Care Survey (NAMCS)- The purpose of NAMCS is to gather 
and disseminate statistical information on the provision and use of 
ambulatory health car'j services in the United States. The work 
reported here was accomplished from 1967 through 1972, but 
germinal planning for these metbodologic studies stemmed from the 
report of the Subcommittee on National Morbidity Sui'vey of the 
U.S. National Committee on Vital and Health Statistics published in 
1953.^ In the 20-year interim, social and technologic changes as well 
as the efforts of interested organizations, involved individuals, and 
farsighted leaders contributed to the inauguration of the 1973 
NAMCS. Principal contributors during the period of this report were 
representatives from endorsing medical organizations; the NAMCS 
Technical Advisory Panel; the contracting organizations-Lea, Inc., 
and the National Opinion Research Center; the Department of 
Medical Care and Hospitals of The Johns Hopkins University; and 
both the National Center for Health Services Research and Develop- 
ment and the National Center for Health Statistics, of the Health 
Services and Mental Health Administration, U.S. Department of 
Health, Education, and Welfare. 

The principal national sources of statistical informati(m about 
ambulatory medical care are the practicing, office-based physicians. 
Without their cooperation this research would not have been 
possible. Major medical organizations that endorsed the NAMCS 
project early were as follows: American Medical Association; 
National Medical Association; American Academy of Dermatology; 
American Academy of Family Physicians; American Academy of 
Neurology; American Academy of Orthopaedic Surgeons; American 
Academy of Pediatrics; American Association of Neurologic Sur- 
geons; American College of Obstetricians and Gynecologists; Ameri- 
can College of Physicians; American College of Preventive Medicine; 
American College of Surgeons; American Osteopathic Association; 
American Proctologic Society; American Psychiatric Association; 
American Society of Internal Medicine; American Society of Plastic 
and Reconstructive Surgeons; American Urologic Associaticm; and 
Association of American Medical Colleges. 

The NAMCS Technical Advisory Panel of individuals with ambula- 
tory health care interests and expertise served as a committee of 
consultants to the feasibility study from its beginning. Committee 
members were the following: Theodore R. Ervin; Todd M. Frazier; 



and Dis, Barbara Bales, Roborl J. IlaKgcrix \ Jean L. Harris, Howard 
II. Iliall, Kdberl R. Huntley, Hugh IL Hussey. R. Robert Kalinowski, 
Cbesier F. Keeier (deeeitsed), Charles L. Lewis, Kenneth U. Rogers, 
Paid J- Sana/aro, Pairii k B. Storey, and Kerr White. Consultants 
tViMU the Department oi Medieal Care and Hospitals ol the Johns 
Hopkins University Sihool of Hyj^iene and Public Health in 
Baltimore were l)i.s. James B. Tenney, Kerr L. White, and Ji)hn \\\ 
Williamson. 

I he National Center for Health Statistics provided spcmsorship, 
supervision, and technical staff support for the entire NAMCS 
nu thodoloi^ic deveh>pment project. Siegfried A. Hoerniann, Director 
of the Division of Health Resources Statistics, was Project .\dminis- 
tralor and Supervisor; James E. DeLoitier has been the Project 
Officer for the study since 1 909; and E. Earl Bryant, of the Office of 
Statistical Methods, gave consultation ajid expert assistance for 
aspects of sampling ind suney design. 
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NATIONAL AMBULATORY MEDICAL CARE SURVEY: 

BACKGROUND AND METHODOLOGY 

Janu s li. I ciuK V. M.l)., Dr. IMI.; Ken L. \\ h\V\ Ni.D.; ami John W. Williamson, M.D.^ 

INTRODUCTION 



In April 197:i ihr National Outer for IUmIiIi 
Stalislii.s inaui;uraltcl the Naiion;d Ambulatory 
Medical Care Survey to j^jathcr and disseminate 
statistical inlormation about ambulatorx health 
lare provided by olfice-based physicians to the 
population ol the L'nited Slates. It is the 
purpose ol tlic present report to relate the 
current survey desijjn characteristics and to 
des* ribe the backvjround and nieihodolofry i"or 
developing; the National Anibulatory Medical 
Care Survey. Selected feasibility study lindinys 
are presented to illustrate collected data and 
suj;k^*sI kinds ol inlormation that njay be ex- 
pected when sul)stantive survey results become 
available on a continuinj^; national basis. 



AMBULATORY MEDICAL CARE 

Definition and Orientation 

Ambulal<iry medic al iare is the predominant 
pathway for the provision md use of proles- 



•*I)f. Irnmy k Assisuni Protc ssiT and Drs. White and 
W'illiatmuii an* FrofcsMTs ,a the Juhiis Hopkins tjniversiiy 
Schciol ot Hygie ne and Fuhlii Health. Department ot Medical 
(arc and Hospitals, iialumore. Matyland. 



sional medical services in the UnitedStatcs.lt is 
defined as health services rendered individuals 
under their own cognizance, at a time when they 
are not in a hospital or other health care 
instituti(m. I'hese services, for the largest part, 
fall under the category of primary care. Primary 
c are is characterized by direct personal contact 
between patients seeking help for their health 
problems, and physicians or other health profes- 
sionals who try to provide it. Secondary or 
tertiary care applies to services provided ambula- 
tory patients who arc referred to specialists oi 
consultant physicians.^ By definition ambula 
tory medical care does not include secondary- 
and tertiary -level care provided hospital in- 
patients, or lay services given outride formal 
liealth care systems. 

Ambulatory care takes place in many settings, 
from patients* homes, neighborhood health cen- 
ters, and public clinics to hospital outpatient 
departments and emergency rooms. However, 
the largest volume of ambulatory care in this 
country is provided at the doctor's office.^ It is 
there that people go when sick, in distress, or 
out of sorts, and it is there physicians attend 
them. Approximately 7 of ever\ 10 Americans 
consult a physician 1 time or more annually, and 
7 of every 10 physicians engaged in patient-care 
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activities do so principally in officc-bascci prac* 
tiir.*'^ AiTorclin); to unpublished data from the 
1972 National lleahh Interview Survey^ exdud* 
in^ elephone calls, 80 percent ol all physician 
visit!i take place in the doctor*s office; l!i 
percent at hospital clinics and emergency rooms; 
and ^ percent at homes, (m jobs, or elsewhere. 



NEEDS AND USES FOR 
INFORMATION 

Impcutant needs for and uses of statistical 
data on the volume and characteristics of health 
care provided in physicians* offices are manifest. 
Yet the apparent importance of population use 
and prcdessional practice of ambulatory medical 
care is not reflected in currently available 
kncswlcdne. Five broad areas for application arc 
particularly pnmiinent: 

1. Xational statistics- l^'it' summary acccmnt- 
ing of events affecting the Nation's govemmen- 
lal as well as public interest -should have t(»n- 
tinning data input for surveillance io reflect the 
ambulatory care component of the Nation's 
health services systems. Specifically, the infor- 
maticm given should be useful in comparing the 
use of ambulatory services amcuig different 
groups of the population over time ;uid in 
assessing the kind and magnitude of effects 
associated with thiuiges that occur in health care 
sysicms. 

2. Ih-ofrssional education- Vhc systematic 
preparation of physicians and other health per- 
scmnel to meet the health care requirements of 
the public- needs regular reliable data on the 
health problems of ambulatory and institutional- 
ized patients and on the professicmal care they 
receive. The information would be useful in 
developing educational priorities and in planning 
desirable curriculum changes in medical and 
other health care schools. This would insure that 
graduates are prepared for the tasks they arc 
called to perform or the medical problems they 
will be encountering. 

3. Health policy formulation-Thc selection, 
at all levels of care, of alternative directions for 
administration, management, and implementa- 
ticm in personal health services systems— needs 
relevant data about ambulator>* and institutional 
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services to evaluate sound choicer and rational 
decisions. Thv information would be useful m 
assessing alternative plans for modifying health 
services organizations and delivery systems. 

4» Medical practice manaj^ement-Thc admin- 
istration and implementation of decisions af- 
fecting the planning and ccmduct of ordinary 
office practice and patient care-nceds regicmal 
and national data reflecting contemporary 
trends in use of services and treatment of 
patients^ The information would be useful in 
;issuring the maintenance of standards and in 
comparing the effects of alternative procedural 
patterns and manpower organi/aticmal 
distributions. 

5. Quality assurance— Ihc systematic effort 
to assess and improve the effectivene^ and 
effitiency of medical care-needs ambulatory 
care data to develop bascPncs for implementing 
programs of professional standards review. The 
information would be particularly useful in 
establishing priorities for research and devehip- 
ment of quality assessment standards, instru* 
ments, guidelines, and methods. 



THE NATIONAL CENTER FOR HEALTH 
STATISTICS PROGRAM 

Autha'ily and Purpose 

The National Center for Health Statistics 
(NCHS) is the principal Federal agency with 
com, ehensive responsibility for compilation, 
analysis, and dissemination of health statistics; 
and it serves as a recognized focal point for 
national leadership in developing coordinated 
data collecticm systems to meet public and 
private needs. Established in 1960 by authoriza- 
tion under both the Public Health Service and 
National Health Survey Acts, the Center is a 
separate rgani/ational part of the Health Re- 
sources Administraticm in the U,S, Department 
of Health, Educatic^n, and Welfare, its major 
mission is . . to develop and maintain systems 
capable of providing reliable general purpose, 
national, descriptive heahh statistics <m a contin- 
uing basis, and to publish these statistics for the 
use of the health and related professions and 



industries, both public and private/'^ Accord- 
ingl>\ aJUS is fundainenially concerned with 
the need lor, and has a c lear mandate to develop 
and provide national statistics regarding, ambula- 
tory medical cure in the United Slater. 



Current Survey Operations 

The Center operates a number of national 
statistical data collection j>ystems: the national 
vital statistics of births, deaths, fetal deaths, 
marriages, and divorces; surveys based on sam- 
ples of the birth and death records; a continuing 
nationwide sur\ey of households by interviews; 



a scries of naticmal surveys based on physical 
examinations of population samples; periodic 
suiA'cys of nursing homes, hospitals, and other 
health ^are facilities and their patients or resi- 
dents; a ccmtinuous national sampling of short- 
stay hospital records; and suivcys of various 
categories of health manpower based on license 
renewals, reports from establishments, or other 
so:;; ves. Results arc published in several series of 
statistical reports and are also provided in 
reference to specific special requests for statis- 
tical data or technical assistance,^ A ccmstant 
program is maintained to improve these systems 
and to develop new ones in response to changing 
needs and demands. 



NATIONAL AMBULATORY MEDICAL CARE SURVEY 



The National Ambulatory Medical Care Sur- 
vey (XAMCS) is the contemporary data collec- 
tion system ccmstituting the outccmie of NCHS' 
ccmcern with developing objective and reliable 
quantitative information lo measure and de- 
scribe ambulator\- health care services for the 
L-.S. population.^ The initial (1973) NAMCS 
design is presented here. Ihe features are en- 
dorsed by major organisations witiiin the medi- 
cal profession listed in the preface and are the 
result of decisions based on experience from the 
background investigation and methodologic de- 
velopment described in subsequent sections of 
the report. 

PURPOSE AND SCOPE 

The purpose of the NAMCS is to meet needs 
and demands for statistical information about 
the provision and use of ambulatory medical 
care services in the United States. Initially^ the 
target population consists of all office visits 
within the coterminous United States made by 
ambulatory patients to physicians who arc prin- 
cipally engaged in office-based practice but not 
in the specialties of anc*sthesioIogy\ pathology, 
and radiolog>' or in Government service. Tele- 
phone ccmtacts and nonoffice visits are ex- 
cluded. When resources permit feasible survey 
methods to be developed, the target population 
will also include visits to other locations and 
professionals, thus encompassing the remaining 



fracticm of ambulatory medical care initially not 
within its scope. Complex sampling and re- 
porting problems must be resolved to produce 
reliable statistical information from hospital 
outpatient departments and emergency rooms, a 
most important compcment of this remainder. 

SAMPLE DESIGN 

The only objective and reliable sources of 
data about physicians' services rendered to 
ambulatory patients during office visits are the 
physicians themselves and members of their 
office staffs. The survey population for the 
NAMCS' multistage probability sample, there- 
fore, includes all physicians in office-based 
practice responsible for ambulatory patient care, 
excluding those in anesthesiology, pathology, 
and radiology or in Government service. The 
sampling frame is a list of licensed physician^ in 
office-based practice compiled from files that 
are classified and maintained by the American 
Medical Association (AMA) and the American 
Osteopathic Association (AOA). These files are 
continuously updated by the AMA and AOA, 
making ihem as current and correct as possible 
at the time of sample selecticm. 

The first-stage sample was designed and se- 
lected by the National Opinion Research Center 
(NORC), a nonprofit research organization affil- 
iated with the University of Chicago, which 
contracted to carry out all phases of NAMCS 



field work. A modified probability-proportional- 
to•si^e procedure usin^ separate sampling 
frames for standard nietropoliian statistical areas 
(SMSA's) and for nonmetropolitan counties was 
employed. After sorting and stratifying by size, 
regitm, and demographic characteristics, each 
frame was divided inio sequential zones of 1 
million residents, and a random number u s 
drawn to determine which primary sampling 
unit (PSU) came into the sample from each 
zone. The final first-stage sample contained 87 
PSU's, corresponding to individual counties or 
small groups of contiguous counties across the 
country. 

The second-stage sample was selected from 
the list of physicians located in sample PSU's 
ordered by major specialty categories, so that 
the overall probability for including any individ- 
ual was the reciprocal of the number of physi- 
cians in the frame at the time of selection. A 
final sample of IJ05 i>ffice-bascd physicians 
was thus drawn and assigned l)y random meth- 
ods to one of the 52 one-week periods in the 
year for data c(»llection. Samples for subsequent 
)idYs will exclude with certainly physicians 
included within the previous 2 years. In subse- 
quent years larger samples may be employed for 
more precise estimates or more detailed repre- 
sentation of ambulatory medical care informa- 
tion. Reliability will continue to require preser\'- 
ing strict statistical sampling procedures, 
unsubstitutcd collection period assignments, and 
high participation levels among sample 
physicians. 

SURVEY METHODS 

Field Procedures 

To maximize participation levels and mini- 
mize data collection requirements, assuring ob- 
jective and reliable information as a resuh, 
NAMCS field procedures uniformly emphasize 
and accommodate the individual circumstances 
of sample physicians. After receiving introduc- 
tory letters from NCHS and AMA or AOA, 
sample physicians are telephoned by informed 
and trained NORC interviewers who explain the 
survey briefly and arrange personal appoint- 
ments to relate more detailed instructions. When 



interviewers visit, they determine sample 
physicians* eligibility, ascertain their coopera- 
tion, deliver survey materials with printed in- 
structions, and assign predetermined Monday- 
through-Sunday data collection periods. A short 
interview concerning basic practice characteris- 
tics, such as estimated numbers of patients to be 
expected, is administered. Office staff who will 
assist with data collection are invited to attend 
or are offered separate instruction sessions. 
Sample physicians are informed of support for 
the NAMCS by their respective specialty socie- 
ties. State and local midical societies are made 
aware of the survey through communications 
from the AMA a*^ well as from interviewers and 
field staff superx'isors. 

Before the beginning and again during the 
week assigned for data collection, interviewers 
telephone sample physicians to answer possible 
questions and to insure that procedures are 
going smoothly. At the end of the survey week, 
participating physicians mail finished survey 
materials to interviewers who edit the forms for 
completeness before transmitting them for cen- 
tral data processing. Problems at this stage are 
resolved by interviewer telephone calls to sample 
physicians; if there are no problems, field 
procedures are complete with respect to the 
sample physicians' participation in the NAMCS. 
Missing information is generally obtained from 
the patient's medical record by the physician's 
staff or provided from memory' by the 
physician. 

Data Collection 

The actual data collection for the NAMCS is 
carried out by participating physicians, aided by 
their office assistants when possible. They are 
requested to complete data collection fokTns 
concerning ambulatory patient visits taking 
place during assigned 1-week periods in their 
office practices. Based on their own estimates of 
the numbers of patients expected to visit during 
the survey period, phy^sicians are assigned to use 
an "eveiy-patient" or a **patient-sampling" pro- 
cedure. All procedures are designed so that 
encounter forms for approximately 10 padent 
visits be completed each day. Physicians expect- 
ing 10 or fewer visits daily record data for ail of 
them, while those expecting more than 10 visits 
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record data after every second, or third, or fifth 
visit, ()bsc*rving the* same predetermined sampling 
interval continuously. These procedures mini- 
mize the workload ot data collection and main- 
tain equal reporting levels among sample physi- 
cians regardless of the size of their oiactices* 
Each form requires \ 2 minutes to complete, so 
that approximately 15 minutes are required on 
days when ambulator> paiienis are attended in 
their offices. 

Two data collection forms are employed by 
the participating physicians: the Patient Log and 
the Patient Record. The Patient Log is a 
sequential list of patients visiting throughout the 
survey week that serves to indicate at which 
visits data should be recorded. The Patient 
Record is an encounter form which requires 12 
items of data about a visit: date and duration of 
the visit; patient's birthdate, sex, color, and 
principal problem; physician's estimate of the 
seriousness of the problem, and whether the 
patient has been seen for it before; major 
categorical reasons for the visit; diagnoses; treat- 
ment or services; and disposition. Together these 
items constitute a brief but informative general 
account of an ambulator>' patient visit. The 
Patient Log and the Patient Record are separate, 
or attached only by perforation so that sample 
physicians can keep the Log and mail the Patient 
Record back to the interviewer after comple- 
tion, without any indication of patient names to 
protect confidentiality. Copies of the various 
Patient Logs and Patient Records are shown in 
appendix L 



DATA PROCESSING AND RESULTS 

Edited NAMCS Patient Records and physician 
interview information are mailed by the inter- 
viewers to NORC for further editing, subsequent 
coding, and entry on magnetic tapes. Any 
remaining information identifying individual 
ambulatory parents is positively deleted. All 
information ti.ai would permit identification of 
a physician, a practice, or an establishment is 
held in strict confidence for use only by persons 
engaged in and for the purposes of the survey, 
secure from disclosure or release to othei per- 
sons or use for other purposes. 

Initial NAMCS results in the form of sum 
mary statistical tabulations of national and 
regional estimates for numbers of visits, percent 
distribution, and population rates of use are 
published as soon as each annual cycle of the 
continuing NAMCS is complete. More detailed 
tabulations of visit characteristics by major 
physician specialties, patient groups, diagnostic 
categories, treatment provided, and disposition 
arranged will follow. Cross-tabulations of less 
common visit characteristics wil! be published 
when sufficient data about them are available to 
meet practical standards of precision. In addi- 
tion, research findings on the reliability and 
validity of NAMCS methods, the means to 
improve and extend them, and on statistics 
related to specific questions from States or 
professional specialty groups are under 
development. 



BACKGROUND AND METHODOLOGY 



In 1967 the National Center for Health 
Statistics began planning the project from which 
the current NAMCS design and methods ulti- 
mately developed. NCilS staff members entered 
» into discussions with consultants, practicing 

physicians, statisticians, and potential contrac- 
tors to identify ambulatory care data collection 
problems and prospective approaches to solu- 
tions. Contract proposals were solicited for a 
**pilot study on a survey of physician's records** 
to develop methods for expanding . . the 
health records program to include samples from 



records of private physicians/* The request was 
intended to elicit as many proposals and ideas as 
possible since the prospect appeared more diffi- 
cult than any the Center had attempted previ- 
ously, and a heuristic problem-solving approach 
seemed indicated. After numerous inquiries, half 
a dozen proposals were finally submitted; the 
one by Lea, Inc., of Ambler, Pennsylvania, was 
selected as most likely to succeed on the basis of 
that company*s prior experience and existing 
resources for surveys involving collection of data 
from ambulatory medical practice. A technical 
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advisor>' gnmp of individuals with nationally 
recognized iuU-rcsi tir experience was named. 
Initial discussions established a tentative proto- 
col that called for periodic meetings of a 
working group comprised of the Directt>r of the 
NCHS Division t»f Health Resources Statistics, 
the Project Officer and stuff, the contractor's 
representatives, and a consultant group from 
The Johns Hopkins University in Baltimore. 
After several working group meetings and pre- 
liminan.- exphiratorv investigations, the purpose 
of the project became clear: a methodologic 
study w;is needed to determine the feasibility of 
collecting ambulatory- care data from office- 
based physicians <m an (mgoing national suiwy 
basis. It would require developing alternative 
instrumcntN and procedures for data collection, 
testing them by application among samples of 
physicians, and evaluating the results according 
to criteria for feasibility. The NAMCS methodo- 
logic study design subsequently evolved in three 
stages: first, a stage of exploratory studies 
followed by two stages of feasibility studies. 
Field Test: Phase 1 and Field Test: Phase H, each 
with specific objectives related to the project's 
pui|)osc. 

EXPLORATORY STUDIES 

Objectives of the exploratory stage were to 
defme t)perationally the boundaries aiid com- 
ponents of the ambulatory' care data problem 
for research ;ind to formulate alternative meth- 
ods and procedures for subsequent testing and 
evaluation. The international literature was re- 
viewed, a sample of practicing physicians w-as 
interviewed, and individuals with identified in- 
terests t)r experience in the subject were 
consulted. 

Literature Suminary 

Published accounts of ambulatory- care stud- 
ies, particularly those involving data collection 
from office-based physicians, documented the 
relative lack of existing information or broad 
experience with methods of population-based 
medical practice surveys outside hospitals or 
institutions. Since the earliest account in 1842, 
occasional individuals or small groups of physi- 
cians have reported studies of morbidity en- 
countered and services rendered in home and 



office settings, based principally on analysis of 
existing R-cords.** Reports were reviewed from 
many countries, including Great Britain, Canada, 
Austndia, Denmark, Germany, Holland, Nor- 
way, and the United States.^ The Royal College 
of General Practitioners and ihe General Regis- 
ter Office of the United Kingdom carried out an 
important survey of 171 physicians from 106 
geneial practices in England and Wales over a 
1-year period in 1955-56. It was undertaken 
after lengthy preliminary explorations of record- 
keeping techniques following the advent of the 
National Health Service there.'" In the United 
States, relatively extensive studies were re- 
stricted to selected groups of practices; notable 
ones included the surveys reported by Standish 
et al., by Peterson et al., by the Chronic Illness 
Project, Inc., and by Kroeger et al.' ' ' * Ambu- 
latory care services and utilization amcmg pre- 
paid insurance plan populations had been stud- 
ied by Weissman and by Denscn et al., and from 
insurance claim form data by Avneu^^^^^ xhe 
sole existing source lor continuing, profession- 
ally defined ambulatory care statistics identified 
in this country was National Disease and Thera- 
peutic Index by Lea, Inc.. a commercial survey 
conducted principally for pharmaceutical mar- 
keting research purposes among a quota-sample 
panel of private physicians.^* The literature 
revealed the need for developing uniform termi- 
nology, common units of measurement, widely 
accepted definitions, and for agreeing on prac- 
tical classifications of patients' problems and 
diagnostic conditions encountered in ambula- 
tory practice. Information from all the available 
accounts was sought to help in formulating 
initial NAMCS methods and feasibility study 
design. 

Office Records Survey 

A direct personal interview survey was con* 
ducted by Lea, Inc., among a random sample of 
physicians in private practice, in accordance 
with contract provisions to explore possible 
applications of existing office records as a source 
of national ambulatory care information. A 
commercial list of physicians was stratified by 
medical specialty group and geographic region of 
the country to provide the sampling frame; 358 
interviews were successfully completed among 
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the 400 physicians who were selected as the 
sample. Results revealed that whereas nearly all 
respondents kept records, variations in their 
form, style, content, completeness, and accessi- 
bility were extensive. The use of illegible terms, 
abbreviations, and symbols precluded their use 
by anyone but the recording physician in 20 
percent of cases, and alphabetic filing systems 
prechidcd ready relation to defined time periods 
in 80 percent. Examination of specimen records, 
which were obtained from two*thirds of the 
respondents, substantiated the interview find- 
ings. It was concluded that practicing physicians 
alone could provide a range of information 
concerning ambulatory patient visits in their 
offices, provided that confidentiality and ano- 
nymity were preserxed. Since existing records 
were not a feasible source for data collection, ad 
hoc encounter forms of some sort, designed for 
the purpose, became necessary. 

Initial Forms Design 

Different styles and versions of modified 
encounter forms were drafted to facilitate the 
collection of ambulatory patient visit data by 
physicians. Basic precepts were to minimize 
workload or practice interference due to record- 
keeping and to maximize usefulness of the data 
to be gathered. Form designs were revised 
repeatedly after consultation with survey re- 
search specialists and again after pretesting them 
among 22 selected physicians practicing in a 
large metropolitan area. Interviews following 
their pretest experience suggested that physi- 
cians preferred shorter (i.e., 2 days quarterly) 
instead of longer (i.e., 1 week or 1 month) data 
collection periods, as well as shorter instead of 
longer data collection forms as an initial ap- 
proach to field testing. Most of these explora- 
tory study results were incorporated in the 
design of subsequent stages of feasibility studies 
for die NAMCS project. 

FEASIBILITY STUDIES: 
FIELD TEST: PHASE M96S€9 

Purpoitand Dttign 

The purpose of the first phase of feasibility 
study field testing was to evaluate ambulatory 



patient visit data collection by a national sample 
of physicians, using tv/o different data collection 
forms and three different methods to enlist their 
participation. The objective was to determine 
whether any combination of the forms and 
methods was more feasible as to the proportions 
of sample physicians agreeing to participate in a 
national ambulatory medical care survey and 
later satisfactorily completing data collection 
forms as requested. 

The two forms employed to determine the 
quantity of data that was feasible for physicians 
to collect are shown in appendix III. The longer 
form required about 3 minutes per patient visit 
to complete, and the shorter one about 1 
minute. Both forms requested entries for the 
patients* purpose or problem, diagnosis, age, 
race, sex, marital status, and prior visit status, as 
well as the location and duration of contact, 
diagnostic procedure, treatment, and disposi- 
tion. In addition, the longer form requested 
entries for the patient's socioeconomic, health, 
and refe'Tal status; the physician's estimate of 
the seriousness of the problem; and more spe- 
cific diagnostic test details. If physicians wished 
to retain completed records, the forms were 
designed so that contact-sensitive code sheets 
beneath each one could be detached and re- 
turned alone. 

The three methods of enlisting sample physi* 
cians to participate in the survey which were 
evaluated for feasibility in the Phase I field test 
were (1) telephone contact by a physician in 
residency training, (2) telephone contact by a 
lay interviewer, and (3) personal visit contact by 
a lay interviewer. Since each approach was 
employed to enlist physicians for data collection 
using the long form and the short form, there 
were six different form-approach combinations 
for comparison. 

The sampling frame was constructed from a 
commercially maintained list to represent the 
survey population of all non-Federal, patient 
care-oriented physicians in office-based practice 
in the continental United States, excluding 
specialists in anesthesiology, pathology, and 
radiology. It was stratified by physician's age 
group, medical specialty group, and geographic 
region; and a systematic sample was selected 
containing 899 doctors of medicine or osteop- 
athy. Each physician was randomly assigned to 
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one of the six foim-approach combinations for 
the data collection lifld test. 

Fii-st, introductory letters were sent to 
sample physicians from the Director of the 
NCllS* which brielly explained the purpose of 
the study and advised thcni of the forthcomins 
call by a representative of the Center. Then 
efforts were made to contact each physician 
according to the assigned procedures and to 
enlist participation of those who were ascer- 
tained to be within the predefined scope of the 
study. EHgible physicians were defined as those 
who provided care for any ambulatory patients 
in their practice. Home, office, hospital clinic, or 
cmcrgenty room visits and telephone contacts 
were included to establish feasibility. They were 
asked to participate for an assigned 2-day period 
t»f data collection, which would recur quarterly 
f(.r a year. An enlistment intcr\'icw to elicit 
practit e chaiacteristics, panide instruc tions, and 
answer questions was held b<'forchand, and 
survey materials with printed instructions were 
supplied. Finally, after completing data collec- 
tit>n forms concerning ambulatory patient visits, 
participating sample physicians returned theni 
by mail to a central location for tabulation and 
des( ribed their experience at a postsurvey eval- 
uation intei\'iew conducted by telephone. 

Survey Results 

Results of the feasibility study's first phase (.f 
field testing are sht»\vn in table I. Of 899 
physicians in the total sample at the time it was 
drawn, 679 (70 percent) were still eligible and 
available at the time the field lest was con- 
ducted; they constituted the effective or target 
iample that was actually approached and asked 
to participate. Others could not be located, had 
left practice by death or retirement, did not 
provide services for ambulatory patients, were 
unavailable during the survey period, or they 
were not requested to participate. The relatively 
large number of ineligible or unavailable physi- 
cians wiis attributed in part to the 6-month 
period elapsing between drawing the sample and 
conducting the field test. Of the effective sample 
approached, nearly three-fourths (74 percent) 
were enlisted or agreed to participate, and more 
than one-half (55 percent) did so by completing 
and returning data collection forms. Differences 



between sample [>roportions using and complet- 
ing the long for.u and the proportirms using and 
completing the si.ort form were negligible. The 
expected dillercnc\- in response for the two 
forms was not re:ili>.'*d, perhaps because both 
forms seemed long t(» respondents using only 
one of them. I he dil) -rent approaches also 
appeared to have slight ox'Tall effci t, although 
telephone contact by resia^nt physicians was 
slightly more successful than other methods of 
enlistment, and persf>n»il e<mta'-t by lay inter- 
viewers was marginally nu>re siucessful for 
completion. 

Item completion, the proporticm of returned 
data coilection forms on which slata were 
supplied as requested for each speci.ic item, 
ranged from 90 to 99 percent for items on the 
short form, and from 85 to 99 percent for items 
on the long form. Nonresptmse to some items 
was attributed to their relatively inconspicuous 
position on the forms; for others it seemed more 
related to the increased time required to make 
necessary judgments for reply. Hospital emer- 
gency room or clinic visit and telephone contact 
data were relatively underrecorded. 

interviev,fing at the time of enlistment pro- 
vided data about practice characteristics that 
faciUtated interpretation of the field test results. 
Postsurvey interviewing gathered impressions of 
the physicians' experience and their suggestions 
for improving survey methods. Reducing the 
workload for participating physicians and in- 
creasing their awareness of the purposes of the 
methodologic study were the most frequently 
mentioned practical suggestions to improve fu- 
ture participation. 

Conclusions 

Conclusions from Field Test: Phase 1 of 
feasibility studies for the NAMCS methodologic ^ 
project were tentative. Ambulatory medical cate " 
data collection instruments and procedures had 
been designed and tested among a national 
siimple of office-based physicians. The results in 
jierms of sample proportions enlisting for parti- 
cipation in the study and actually completing 
data collection assignments suggested that a 
national ambulatory medical care survey using 
such instruments and procedures was potentially 
feasible. Revisions and improvements appeared 
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necessary to assmv ih.il ( (Mitiiuiin^ nati< nal 
statistiial iiitoi lu.uiiHi l>asr(i on incthcKls tor 
data iulliH iii>n b\ prartu iiiji; physicians would 
also mccl requirccl NCI IS standards oi" quality 
and completeness of response, 

FEASIBILITY STUDIES: 
FIELD TEST: PHASE II, 1970-71 

Purpose and Design 

I hc purpose id' the second phase ot l'easil)ility 
study field tesiinj^ was to develiip ;md evaluate 
andndaiory patieni visit d ua collection metlu)ds 
further. lnipro\enients siij^jicsted by Phiise I field 
tcsi experience were iniorporated in the design, 
which was aimed specifiially at reducing data 
collection workload md practice interference, 
increasing the participants* awareness of the 
purposes of the survey, and strengtliening pre- 
viously established levels iif [)rofessioniil interest 
and support. A subcontract was arranged for the 
National Opinion Research Center (NORC) to 
assist with the design and to conduct all surxey 
field work. I hc scope of the survey was limited 
to ambulatory patient visits to physicians in 
their offices, since other methods would be 
required for outpatient clinics and telephone 
contacts. Objectives were to increase the propor- 
tions c»f sample physicians agreeing to partici- 
pate in the survey and satisfac torily completmg 
assigned data collection pnuedures. 

Two data collection forms again were tested: 
a •'short** one required about \ minute per visit 
to c<implete, and a **mini'* one required only 
seconds per visit. The short form corresponded 
to the shorter form used in Field Test: Phase I; 
iuid the miniform embraced an irreducible mini- 
mum of useful data, requesting only the pa- 
tient's age and ser: and the physic ian*s diagnosis 
and type c)f treatment. The miniform was used 
primarily to test whether the si/.e of the form 
would have any effect on physicians' willingness 
to participate in the survey. The detachable 
record and code she jt feature of Phase I forms 
had not proved useful and was discontinued. 

A patient sampling procedure was devised to 
test this method for reducing *he data coUectitm 
workload r)f participating physicians. Instead of 
completing a form for ever>' patient visit, those 



using the sampling procedure were to record 
data for only every third patient visit. A 
complete list of every patient visit was needed to 
insure that the sequence was observed; it would 
provide a patient sampling framf* and afford the 
:)dded benefit of relative assurance that the data 
collection process was complete 1 he number of 
missed patient visits would be minimized and 
become measurable in part by this method. 
Accordingly, a **log'' was devised for use in 
addition to data collection forms, for listing 
patients visits in the sequence of their arrival in 
the office, or in any systematic order that fitted 
usual office procedures and assured complete- 
ness. The additional procedure made it necessary 
to design the field test so as to assess the effect 
of the log as well as that of the different forms. 

One uniform approach to enlisting sample 
physicians to participate in the survey was 
adopted as a result of the Phase I experience. A 
combined telephone-personal-contact method 
using lay interviewers was employed. The tele- 
phone contact served to determine a sample 
physician's eligibility and availability and to 
make an appointment for an interviewer's sub- 
sequent personal contact. At that time participa- 
tion was enlisted, data collection requirements 
and survey procedures were explained, and an 
interview concerning practice characteristics was 
held. Sample physicians were encouraged to 
assign office assistants, secretaries, receptionists, 
or nurses to help with data collection as much as 
possible and to maintain the log of patients 
visiting. 

Five data collection form/procedure combina- 
tions were tested in Field Test: Phase II of the 
feasibility study: 

1 . Short form, log, no sampling 

2. Short form, log, sampling 

3. Miniform, log, no sampling 

4. Miniform, log, sampling 

5. Miniform, no log^ no sampling 

Appendix IV shows copies of these forms and 
logs. 

Survey participation was again enlisted for a 
2-day period that would recur quarterly within a 
year. Six pairs of consecutive days were identi* 
fied so that sample physicians could be assigned 
randomly to one of them; for feasibility study 
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purposes, however, a preselected second pair 
could be assigned if a physician were unavailable 
on the first. The same sample ol physiciajis was 
contacted within 6 months after the initial data 
collection assignment period to repeat the 
process in a second quarter in order to estimate 
expectable attrition if the same methods became 
feasible to employ for a continuing national 
survey. 

Perhaps the single most important aspect of 
Phase II fieid testing was to develop methods of 
making the medical profession at large and 
particularly the sample physiciims requested to 
participate more aware of the purpose and 
significance of an ambulatory medical care 
survey. Endorsement was first provided by the 
AMA, and a letter from its Executive Secretary 
was sent to all sample physicians before an 
interviewer's telephone call indicating full org;m- 
izatitmal and professional support for the re- 
quest tt» participate. Nineteen medical and pro- 
fessional specialty societies subsequently 
endorsed the survey in principle. Their support 
was indicated in the introductory letter sent to 
all sample physicians from the Director of NCHS 
to introduce the survey and describe needs and 
uses for the information expected to result. 
(Copies of the AMA and the NCHS introductory 
lettcre arc given in appendix II.) An informative 
NCHS press release was used by a number of 
mass-circulation and medical specialty journals, 
increasing the possibility that physicians would 
know of the survey. Just before initial telephone 
contact, supervisory interviewers also called lo- 
cal medical society executives to inform them 
about the nature and purpose of the survey and 
to tell them sample physicians in their vicinity 
would be asked to participate. All these methods 
were applied to achieve the increased awareness 
of the survey considered necessary to attain high 
enlistment and completion rates among a na- 
tional sample of office-based physicians. 

A multistage, stratified national probability 
sample was selected from a survey population 
containing all office-based doctors of medicine 
practicing in the coterminous United States, 
excluding anesthesiologists, pathologists, and 
radiologists. Physicians were defined and classi- 
fied for survey purposes as they are represented 
on the AMA master list, from which the final 
sampling frame was constructed. First the pre- 
selected sample of PSU's maintained and staffed 



by NORC was stratified by geographic region 
and physician population size, and a subsample 
of PSU*s was selected with probability propor- 
tional to the number of physicians practicing in 
each one. Next the AMA list of physicians in the 
sample PSU's was stratified by age and specialty 
group, and individuals were systematically se- 
lected with a probability inversely proportional 
to the number practicing in their PSU to form 
the total sample of 831 physicians. Finally, each 
sample physician was randomly allocated to one 
of the five survey form and procedure combina- 
tions, to one of the six pairs of consecutive days 
for data collection, and to one of the inter- 
viewers assigned to work in his PSU. 

Contacts with physicians began about 3 weeks 
before the survey period. Letters from both the 
NCHS Director and the AMA Executive Director 
were sent to all sample physicians. Efforts were 
made to telephone physicians by trained lay 
interviewers who ascertained their eligibility, 
i.e., whe ther they provided services for ambula- 
tory p;!tients from offices where they were 
primarily responsible for the care of such pa- 
tients over time. The interviewers tried to 
arrange personal visits with eligible physicians, 
to explain survey procedures to them and to any 
designated office assistant whose help could be 
expected. Data collection forms and printed 
survey materials were delivered at that time, and 
a structured enlistment interview was adminis- 
tered to obtain information about anticipated 
numbers of ambulatory patient visits and other 
practice characteristics. Later, just before the 
first data collection days, interviewers tele- 
phoned physicians again to remind them of the 
survey and answer any questions arising in the 
meantime. When the data collection period was 
finished, participating physicians mailed survey 
materials to interviewers, who edited them for 
completeness and telephoned the participant for 
a brief postsurvey evaluation interview to obtain 
information about his experience. All completed 
data collection forms and interview returns were 
mailed to a central location for editing, coding, 
and data processing for analysis. Appendix IV 
contains copies of the two interview schedules. 

At the second-quarter data collection period 6 
months later, the same physicians were re- 
minded by letters, contacted by telephone, and 
sent survey materials by mail, except in in- 
stances whcr* additional instructions or answers 
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to questions required personal visits. Interviews 
conducted with participants alter the data col- 
lection period were abbreviated at this stage. 

Data processing was oriented toward analysis 
of sur\'ey enlistment and data collection form 
completion for feasibility study test purposes. 
Sin<x' analy'^is of the substantive conteni of 
patient visit record forms was secondary, survey 
participation factors were emphasized in coding 
and tabulation. Informati(U) was amalgamaH*d 
from the inteniewers* control folders regarding 
contacts with physicians, from the enlistment 
interviews regarding practice ch;uacteristics, 
from the data collection forms regarding patien^ 
visits, and from the postsurvey cvaluat'on inter- 
views regarding the data collection process itself. 
All was coded, entered, and stored <m magnetic 
tape for subsequent computer tabulation and 
analysis. Weighting facttus corresponding to the 
reciprocal of their probability of selection in the 
sample were calculated for each physician and 
employed for interpreting enlistment and com- 
pletion rates, which constituted the prindpal 
feasibility study results. 

Survey Results 

Results of the seccmd phase of feasibility 
study field testing are ^hown in table 2. Of 831 
physicians in the total sample at the time it was 
selected, 746 (90 percent) were both eligible and 
available to participate at the time of the survey 
and constituted the effective or target sample 
for study. The remainder could not be located 
after persistent attempts, had died or retired, did 
not have primary responsibility for ambulatory 
patient care in their offices, or would not be 
available during the survey period. Eighty-three 
percent (621) of the effective sample of physi- 
cians enlisted or agreed to participate, and 80 
percent (595) actually completed forms and 
returned them follov^ring the First-quarter data 
collection period. If the same proportions arc 
calculated using the weighting factors to adjust 
for the probability of selection into the sample, 
86 percent enlisted and 83 percent completed 
assigned data collection procedures. The propor- 
tion of sample physicians participating in the 
Phase II survey calculated with or without 
weighting factors is substantially greater than 
the 55-percent completion achieved in the Phase 
I field test. Higher proportions of miniform 
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users than of short form users participated in the 
survey. Little difference was observed between 
proportions enlisting in the survey and proper 
tions actually completing data collection for 
either form. Similarly, negligible differences 
were noted betw^een proportions of sample 
pliysicians using the work-reducing, patient- 
saFupling procedures and those listing eveiy 
patient and completing forms for each one. 
There w;i5 also little noticeable effect on re- 
sponse by use of the Patient Log; completion 
rates were 86 and 85 percent, respectively, for 
physicians using the miniform with the log and 
those using the miniform without the log. 
Differences between completion rates by geo- 
graphic region, specialty, or age group were not 
significant. 

Results after the second quarter of the Phase 
II field test show that 79 percent of the effective 
or target sample of 721 physiciajis agreed to 
participate, and 73 percent of them actually did 
so. The difference between the effective sample 
numbers in the two quarters reflects changes 
among the sample physicians over the interval 
that affected their eligibility or availability. 
Additional members left practice, could not be 
located, or were no longer directly responsible 
for ambulatory patient care; a few not available 
the first quarter were eligible to participate in 
the second, however. Eighty-six percent of those 
physicians who actually completed data collec* 
tion forms in the first quarter also completed 
forms in the second quarter. An overall attrition 
of 7 percent between quarters was therefore 
observed. The decrement was slightly greater 
among physicians listing and recording data for 
all patients than for those using work-saving 
sampling procedures. 

The quality of data collection represented by 
the enlistment and completion rates reached in 
Field Test: Phase II of the feasibility studies is 
indicated by the record form item completion, 
and by the proportion of their ambulatory 
office patients the sample physicians included 
during their assigned data collection periods. 
Item completion on Field Test: Phase II first- 
quarter record forms ranged from 95 to 98 
percent for the four miniform items, and from 
83 to 99 percent for the 17 variably applicable 
short form items; the rates were higher than had 
been achieved in Field Test: Phase I. Sample 
physicians completing forms were asked whether 
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they recalled not recording daia conceminj; any 
ambulatory patients attended in their olTices 
during their assigned periods; 93 percent were 
confident all were included, and only 2 percent 
thought more than two patients might have been 
missed. The number of patients represented by 
relumed data collection forms was consistently 
about 85 percent of the number of patients 
these physicians previously had expected would 
visit, regardless of the data collection form or 
procedure used. This difference may be due to 
ambulatory patient visits in nonofficc locations, 
such as hospital emergency rooms* outpatient 
clinics, or patient's homes, which did occur as 
the physicians recalled at the postsurvcy evalua- 
tion interview but were excluded from the scope 
of siudy. 

The majority (73 percent) of the 595 sample 
physicians participating in the first quarter of 
the feasibihty study's Field Test: Phase II survey 
collected data concerninj; ambulalorv patient 
visits durin^ the randomly preselected 2-day 
period first assigned li) i!iem. Altcrrative periods 
were assigned to another 15 percent who were 
initially inteniewcd after the first preselected 
period had p;* .srd, ;uid to 9 percent more who 
expected to see no ambulatory patients in the 
first preselected period. These reasons were 
sufficient for alternative data collection period 
assigrimcnts for feasibility study purposes; alter- 
native periods would be unnecessary for pur- 
poses of a continuing sur\'ey using similar 
methods because physicians could be inter- 
viewed early and could record zero visits on 
nonpractice days. 

Postsurvey evaluation interviews after the first 
quarter of Field Test: Phase II showed that 
mclhods designed to increa:>e awaieness of the 
survey and its potential benefits had been 
effective and warranted. More than half the 
responding sample physicians indicated that the 
introductor>* letters they received beforehand 
favorably influenced their decision to partici* 
pate. The proportions were 63 percent for the 
AMA letter and 56 percent fo»* the NCHS letter; 
the remainder indicated they were uninfluenced 



by or did not recall receiving either letter. Half 
the NCHS letters were sent by certiTied mail» 
with no discernible effects on recall or participa* 
tion. Only a few respondent physicians con- 
sulted local medical society officials or discussed 
survey participation with colleagues. Other 
favorable factors cited were the worthwhile 
purpose of the surx^ey and the persuasiveness of 
the inter\'iewers. Forms, procedures, and survey 
materials presented no consistent problems for 
these participants, although a number of mini- 
form users questioned the usefulness of the 
small amount of data they collected for poten- 
tial ambulatory care statistics. 

Condusioitt 

Based on the foregoing results and accrued 
experience after Field Test: Phase II of the 
feasibility studies, the maturing methods and 
procedures developed and tested to date were 
considered feasible for application when the 
continuing NAMCS was inaugurated. Extensive 
and improved levels of participation by prac- 
ticing office-based physicians, in terms of sample 
proportions collecting patient visit data under 
field trial conditions, supported this conclusion. 
Nevertheless, the critical importance of main- 
taining high levels of participation also war- 
ranted variation and testing of methods and 
procedures to refine them further under actual 
continuing survey conditions. Short data collec- 
tion forms and simple patient sampling pro- 
cedures were foimd to be practicable. Advance 
information about the survey*s nature, purpose, 
and significance appeared to be a prerequisite 
for success; .and support from organized medi- 
cine, professional societies, and publications at 
national and local levels proved to be a practical 
means of increasing physician response. The 
completeness and quality of patient visit data 
collection as estimated in the field trial seemed 
sufficient to support feasibility study results, 
but procedural reliability and content validity 
remain to be established after the NAMCS has 
commenced* 
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ILLUSTRATIVE FEASIBaiTY STUDY FINDINGS 



INTRODUCTION AND METHODS 

The purposes of both field phases of the 
NAMCS feasibility studies described in this 
report were methodologic, by design. These 
surveys were conducted to develop and test, and 
subsequently improve and test, instruments and 
procedures for ambulatory care data collection 
by practicing office -based physicians on a con- 
tinning national basis. The instruments and 
procedures that were developed and the results 
of their feasibility testing have been related in 
foregoing sections. It is through the application, 
continuing evaluation^ and refinement of such 
methods that the goal of statistical information 
a^flecting the important but relatively under- 
represented ambulatory component of health 
care services for the population may be realized. 

As a byproduct of Field Test: Phase 11 of the 
feasibility studies, a volume of data collected 
from actual ambulatory patient visits to practic- 
ing office-based physicians regarding the pa- 
tients* visits and the services they were provided 
became available. These data are subject to 
important limitations by virtue of their by- 
product nature and cannot be presented either 
as a quantitatively precise or statistically ac- 
curate representation of the subjects contained 
within them. Participation by physicians was less 
than complete and it varied within and between 
quarters. Five different form-procedure com- 
binations were employed for data collection, 
and substitution for preassigncd recordkeeping 
periods was permitted for feasibility study pur- 
poses. The amount of data collected at ambula- 
tory patient visits concerning different charac* 
teristics varied because of the different form 
lengths and patient sampling procedures that 
were required. For these reasons as well as the 
costs that would be incurred, the feasibility 
study data were not adjusted for nonresponse or 
wci^ted to reflect the national population basis 
for the probability samples of PSU^s as well as 
physicians. The small sample size and volume of 
data and the lack of uniform content or collec- 
tion methods also precluded calculating useful 
estimates of national utilization rates or other 
office-based ambulatory medical care param- 
eters. Statistical information of the necessary 



kind and quality still depends on results of the 
continuing NAMCS. 

At the same tirne^ these data have inherent 
interest for potential users of NAMCS infor- 
mation. Selected summary fmdings may indicate 
kinds of information to be expected or suggest 
useful analyses or tabulations for practical ap- 
plication when continuing survey results may be 
obtained. The authors therefore undertook a 
limited exploration of the Field Test: Phase 11 
byproduct data, with permission, cooperation, 
collaboration, and support from NCHS. Under 
their direction a group of summer apprentice- 
ship-traineeship medical and dental students, 
supervised by preceptors, applied standardized 
computer programs to tabulate and analyze the 
magnetic-tape-stored data. Additional coding 
and key punching for patient problem and 
diagno2(is data were accomplished by exper- 
ienced staff from the Center. The proportional 
distributions, ranked frequencies, and cross- 
tabubtions that follow are the findings from this 
analysis. Wherever bias may appear due to 
aggregation or subdivision of entries* it is a 
consequence of described data limitations and 
the authors* judgment and does not necessarily 
reflect the style or format of subsequent 
NAMCS results or ubulations. 

The data are presented here with only 
minimal discussion, which represents comments 
that could accompany similar data from the 
NAMCS. The reader is CAUTIONED, however, 
that these data are not to be considered repre* 
sentative of national statistics and should be 
regarded only as illustrative of tabulations ex- 
pected in the future from the NAMCS. 

DATA SOURCE AND VOLUME 

Office-based physicians participating in Field 
Test: Phase II of the feasibility study and the 
patient visits from which they collected data for 
analysis and presentation here are shown in table 
3 by number and percent according to specialty 
groups. 

The numbers of physicians shown in the first 
column of table 3 used short form procedures in 
the first and/or second quarters of the survey to 
record patient visit data. Although the short 
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form procedures provided over four times as 
many items of data per visit as miniforms and 
produced tlic only survey data that were col- 
lected about a number of visit characteristics, 
they constituted only two of the five survey 
procedures. The number of physicians assigned 
short form procedures was correspondingly 
small compared to the overall number of partici- 
pating physicians. For these reasons, subsequent 
analyses of data provided by short forms alone 
did not include characterization by the specialty 
groups listed in table 3, but were limited to the 
physicians' type of practice, either specialty or 
general and family practice. The numbers of 
physicians in each type of practice may be 
ascertained by reference to this table. 

The percent distribution of participating 
physicians using all survey procedures, shown in 
the third column of table 3, was compared with 
the corresponding distribution calculated from 
the numbers of all office-based physicians (ex- 
cluding anesthesiologists, pathologists, and radi- 
ologists) in the United States and possessions at 
the end of December 1971.^^ Differences ex- 
ceeding approximately 2 percent were found for 
two specialty groups; 4.4 percent more partici- 
pating than all office-based physicians were in 
general surgery, and 8.2 percent fewer were in 
the 'Remaining other specialties'* category. 

The percent distribution of participating 
physicians is less similar to the percent distribu- 
tion of patient visits, also shown in table 3, in 
several respects. Physicians in primary care 
specialties reported relatively more patient visits 
and those in secondary/tertiary care speciahics 
reported relatively fewer patient visits than 
might be expected on the basis of their propor- 
tions among the participants. Physicians in 
general and family practice comprised a quarter 
of those participating and reported a third of the 
visits; pediatricians comprised 4.7 percent and 
reported 8 percent. Psychiatrists and neurolo- 
gists, who made up 6.8% percent of all partici- 
pants, reported 3.1 percent of all visits. 

AGE AND SEX OF PATIENTS 

Tables 4 and 5 show the ambulatory visits to 
-each specialty group of office-based physicians 
according to the age group and sex of patients 
visiting, respectively. Table 6 shows the distribu* 



tion of all visits by both sex and age group of 
patients visiting. Together these tables provide a 
quantitative description of two major demo- 
graphic variables for the entire group of ambula* 
tory care visits, as well as for visits to physicians 
in major specialty groups providing ambulatory 

medical care ser\ ices. 

The first row of table 4 displays the percent 
distribution of all ambulatory patient visits 
reported during Field Test: Phase II among 
broad age groups of patients. By comparison, 
proportionately more visits to physicians in 
primary care specialties were made by younger 
patients. A small percentage of visits to pediatri- 
cians was made by patients over the age of 1 4, 
and a still smaller percentage of visits to general 
internists was made by patients of 14 years or 
less. The age distribution of patients visiting 
physicians in general and family practice resem- 
bles that of all patient visits. By contrast, 
relatively fewer patient visits to secondary/ 
tertiarj' care physicians were made by the 
younger patients. The bulk of visits to obstetri- 
cian*gynecologists were, of course, by patients in 
their childbearing years; this is also true for 
patient visits to psychiatrists-neurologists, for 
reasons that are less obvious. 

The sex of patients visiting physicians in 
different specialty groups is shown in table 3. 
The majority of ambulatory patient visits are 
made by females, but not in pediatric or 
orthopedic surgery practices. The distributions 
by sex of visits to physicians in primary and in 
secondary/ tertiary care specialties are similar, 
although, as expected, females made nearly all 
visits to obstetrician-gynecologists. 

Table 6 shows the overall number and percent 
distribution of all Field Test: Phase II office 
visits by patient sex and age group. The majority 
are made by females, but males predominate 
slightly at ages 65 years and over. By compari- 
son with a similar distribution constructed for 
the estimated total U.S. population in 1971, the 
proportion of office visits by females is 5 
percent greater than the proportion of females 
in the U.S. population.^© For the youngest age 
group, the proportions of visits and of the 
population are similar: but for the age group 
5-14 years, the proportion of visits is approxi- 
mately half their proportion of the total. Visits 
by women aged 25*44 years make up more than 
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16 percent of all visits, though women of this 
age group constitute 12 percent of the entire 
population. Additional data will afford a closer 
examination of such characteristics when 
NAMCS results are available. 

PROBLEMS AND DIAGNOSES 

The most c«>mmon patient problems encoun- 
tered by the offtce-based physicians using short 
form procedures are shown in table 7, and the 
most common diagnoses and the major classes of 
diagnoses recorded at all ambulatory patient 
visits during both quarters of Field Test: Phase 
tl are shown in tables 8 and 9. 

These three tables represent results of coding 
using the Eif^hth Revision International Classifi- 
cation of Diseases. Adapted for Use in the 
United States (ICDA), with its supplementary 
classification for '^Special Conditions and Exam- 
ination Without Sickness/'^ ^ Individuals experi- 
enced in using the classification for coding 
hospital discharge abstracts and death certificate 
diagnoses were employed to apply its rules and 
procedures for entries recorded after the ambu- 
latory patient visits. Entries for the patients' 
purpose, problem, or chief complaint could not 
be coded for 2.6 percent of the short form 
procedure visits, and entries for the most impor^ 
tant diagnosis accounting for the visit could not 
be coded for 8.5 percent of all the visits. In part 
this was because these items were not completed 
by the data-collecting physicians and in part 
because entries that were made could not be 
assigned to any categories of the classification. 
The ICDA, which was desig^ied to code and 
classify well*defined diseases and causes of 
death, was difficult and unwieldy to apply for 
many of the relatively ill-deflned symptoms, 
problems, complaints, and clinical impressions 
that label conditions which ambulatory patients 
present in office-based medical practice. Follow* 
ing recommendations of the Chicago Conference 
on Ambulatory Medical Care Records, NCHS 
has subsequently been participating actively in 
the development of improved classifications for 
patients* problems and conditions cncoimtered 
in ambulatory medical carc*^^ 

Common patient problems within the diag- 
nostic categories listed in table 7 were reasons 
for the majority of these ambulatory patient 



visits* Examinations of essentially well persons 
and followup care for others were most promi- 
nent. Lower on the list but still within the first 
15 categories were such nonspecific and well- 
known conditions as sore throat, nervousness, 
backache, common cold, and obesity, which 
bring numbers of patients to visit doctors and 
require a proportion of the ambulatory health 
care services they provide. Essential benign 
hypertension, elsewhere a speciHc diagnosis, 
here reflects visits for the purpose of haxing 
bood pressure checked* The common reasons 
patients present for ambulatory care visits are 
principally classified in broadly defined, non- 
specific, and residual ICDA categories. 

The diagnostic categories listed in table 8 
contain the common diagnoses or disease labels 
participating office-based physicians assigned to 
the patients* conditions that they thought ac- 
counted for each ambulatory care visit during 
the survey. RelaUvely few of the 872 ICDA 
three-digit categories include a good many of the 
diagnoses they assigned; none of the remainder 
contained diagnoses made at more than 1 
percent of the visits. Although nonspecific, 
residual, and combined categories appear on the 
list, many contain well-defined disease entities 
such as hypertension, chronic ischemic heart 
disease, diabetes, obesity, otitis media, acute 
pharyngitis, bronchitis, hay fever, and acute 
tonsillitis. Visits for diagnoses under followup 
care, examination, and prenatal care categories 
are as prominent in order of frequency as these 
categories were found to be among the patient 
problems in table 7. In part, this finding may 
reflect agreement between physicians* views of 
patients* purposes or reasons for visiting and of 
their own professionally defined diagnostic la- 
bels for their patients* conditions. The first 
listed category of unassigned diagnoses in part 
reflects the measure of uncertainty with which 
specific diagnoses are often made in office-based 
practice. Provisional treatment for expected 
disease and early management of undiagnosed 
and still-undifferentiated symptoms or symp- 
tom complexes in ambulatory patients is 
commcmplace. 

Table 9 lists the major ICDA classes of 
diagnostic categories in the rank order of their 
frequency as reasons for the ambulatory patient 
visits included in Field Test: Phase IL Compari- 
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son i>f this ranked list with similar ones tor 
hospital disc'h ifKO diagnoses aind for causes of 
death in the United States facilitates inter- 
prctalion/-*^*'-^'* The supplementary class, 
^^pecial Ci>nditions and examinations without 
sickness/* leads the ambulatory visit list, foN 
U>wed by *i)iseases of the respiratory system'' 
and the class of conditions for *vhich no 
diagnostic category was assigned. The class 
containing conditions responsible for the largest 
number of deaths in this country, "Diseases of 
the circidator\' system," appears fourth on the 
list for visits, **Ne()plasms," sectmd in order as a 
cause of death and seventh as a cause of 
htispitalization, is 15th as a cause for ambula* 
tory patient visits here, followed by classes of 
ci>nditions for which fewer than 1 percent of the 
visits were made. *T)iseases of the digestive 
system/' the second most common cause of 
ht>spitali^ation ;ind fifth of deaths, is 14th in 
table 9. **Accidcnts, poisonings, and violence" 
and **blscases of the respiratory system" arc 
classes accounting for relatively large propor- 
tions of ambulatory visits as well as of hospitali- 
zations and deaths. The differences and similari- 
ties observed between ranked classes of 
diagnostic categories accounting for ambulatory 
visits, for hospital-treated morbidity, and for 
mortality suggest the potential utility of such 
statistical information to provide perspective for 
establishing priorities and policy for health care 
services. 

SELECTED CHARACTERISTICS OF 
VISITS 

Tables 1 0-1 8 show distributicms of Field Test: 
Phase II ambulatory patient visits to office-based 
physicians in two broad types of practice, 
according to selected characteristics related to 
patients visiting, services and treatment pro- 
vided, dispositions arranged, and durations of 
visits. Data concerning these characteristics were 
collected by physicians using the two short form 
survey procedures, and thus the majority of 
these analyses and tabulated findings are based 
on the subsample of visits they reported. Data 
on treatment provided at visits were also col- 
lected by physicians using miniform procedures, 
and table 16 is consequently based cm all visits 
during the survey. 



The color and current marital status of 
patients visiting are presented in cables 10 and 
1 1. Over 90 percent were white, about S percent 
mt)re tha;i the proportion of white persons in 
the resident United States population.- ** In part, 
this is because larger proportions of persons 
other than white than of white persons may visit 
less frequently, or attend hospital clinics and 
emergency rooms instead of physicians* offices, 
for ambulatory heahh care services. More than 
half the patients were married, and about 
one-third were single. 

The findings presented in table 1 2 show that 
less than one in five visits were made by patients 
new to the physician. About 63 percent of 
patients visiting physicians in specialty practice 
had previously been seen for the same problem, 
and about IG percent for other problems. By 
contrast, 49 percent of patients visiting physi- 
cians in general and family practice had been 
seen before for the sam<* problem, and about 30 
percent for other problems. 

The extent to which histories were taken and 
phys . al examinaticms performed xi ambulatory 
patient visits is shown in table 1 3. Ilisiories were 
obtained in about 87 percent of visits; these 
were limited in extent about twice as frequenUy 
as they were general. The proportion of visits to 
physicians in specialty practice at which no 
history w^as taken exceeds the comparable pro- 
portion in general and family practice* 

Examinatiims followed the same pattern as 
histories* An examination was performed at 9 of 
10 visits, and more than twice as many were 
limited as were general in nature* Proportions of 
visits including general examinations were lower, 
and limited examinations higher, in general and 
family practice than in specialty practice* Visits 
at which examinations were not performed at all 
were more ^'requcnt among physicians in spe- 
cialty than in general and family practice. 

Table 14 shows the distribution of ambula* 
tory patient visits according to whether diag- 
nostic tests were ordered, and for what purpose 
they were intended. laboratory procedures, 
X^ray examinations, and other diagnostic proce- 
dures were not ordered for any reason at a large 
majority of visits, and at others physicians did 
not know or did not record whether tests were 
ordered or their intent. Visits to physicians in 
specialty practice included laboratory proce* 
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dures for screening more commonly than visits 
to physicians in j^encral and family practice. The 
proportion of vi*i:s at which diaj^nostic test data 
were incomplete or unknown may reflect the 
middle positicm *his item occupied on the data 
collection form^ or imcertainty by physicians as 
to how lo classify the purpose of tests that were 
ordered or performed. 

Diagnostic specimens such as blood* urine, 
and other samples needed for diagnostic tests 
were not taken at approximately two-thirds of 
these ambulatory* patient visits, as shown in 
table 15. At the remainder, specimens were 
taken less commonly by physicians themselves 
than by office staff or others, particularly in 
specialty practice, where they were obtained at 
31 percent of visits. The proporticms of visits at 
which specimens were taken are similar to those 
at which laboratory procedures were ordered, on 
comparison with percentages shown in table 14. 

1 able I (i presents Hndings from all Field Test: 
Phase II ambulatory patient visits and shows 
their distribution according to broad types of 
treatment provided by the office-based physi- 
cians. At more than half of the visits drugs of 
some type were prescribed, administered, dis- 
pensed, or advised; drug therapy was provided 
more commonly in general and family practice 
than in specialty practice. No treatment was 
considered needed at 17 percent of the visits, 
and advice concerning diet, exercise, or habit 
changes was given at 12 percent Therapeutic 
listening or psychotherapy was recorded as a 
type of treatment employed at almost 8 percent 
of the visits. This 8 percent may be an under- 
estimate, since it included visits at which the 
modality was purposefully pursued, but not 
others at which it may have gone unrecognized 
as part of the therapeutic exchange between the 
patient iind the physician. Other treatment was 
provided at <me-fourth of the visits; it was 
proportionally more prominent among visits to 
physicians in speciahy types of practice, as 
might be expected. In ccmtrast to the findings 
concerning diagnostic tests and specimens in 
tables 14 and 15, treatment was unknown or 
unrecorded at less than I percent of visits. 



Disposition and followup plans after visits to 
physicians using short form survey procedures 
are presented in table 17. Appointments for 
return visits were specifically arranged following 
the majority, and less specific directions to 
return if necessary were given at one-fourth of 
the visits. Relatively fewer specific appointments 
and more general arrangements were made after 
visits to physicians in general and family practice 
than in specialty practice. No further followup 
or telephone followup was planned after 9 and 7 
percent of these visits, respectively. Patients 
yxcYc referred for admission to hospital after 
approximately 4 percent of visits, predomi- 
nantly to remain under the same physician's care 
there. Patients were referred to another physi- 
cian after 2 percent of visits, and directed to 
return to another referring physician or agency 
after 1 percent. The different proportional 
distributions observed between visits to physi- 
cians in specialty and in general and family 
practice are expected, as these broad types of 
practice differ with respect to the patients 
served, conditions treated, and services provided. 

Table 18 shows the volume and distribution 
of ambulatory patient visits by their duration in 
minutes spent in face-to-face or other direct 
contact between patients and physicians. Nearly 
half the visits were completed within 10 minutes 
or less, and <mly a small minority lasted more 
than 30 minutes. Shorter visits predominated in 
general and family practice, longer ones in 
specialty practice. 

From the illustrative findings contained in 
this section of the report, an impression may be 
gained concerning the ambulatory care data 
gathered by office-based physicians during Field 
Test: Phase II of the NAMCS Feasibility Study. 
The same kinds of data, modified, refined, and 
multiplied, are expected to be collected during 
the ongoing NAMCS. Results will make varied 
and detailed analyses possible, and quantitative 
statistical information concerning office-based 
ambulatory health care services provided for the 
U»S. population will become available. 



SUMIMARY AND CONCLUSION 

In 1973 the National Ambulatory Medical Center for Health Statistics to gather data and 
Care Survey was inaugurated by the National promulgate statistical information concerning 
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the provision and use of ambulatory health care 
services for the population of the United States. 
A national probability sample of office-based 
physicians now collects data from ambulatory 
patient visits during I -week periods in their 
practices. Processing and analysis of the results 
provide national and regional estimates of the 
annual volume and rates of ambulatory patient 
visits for population groups, medical specialty 
groups, and geographic areas. Quantitative 
descriptions of visit characteristics include tabu- 
lations of patient's problems, reasons for 
visiting, medical diagnoses, services, treatment, 
and subsequent disposition. 

The background and development of methods 
employed for the NAMCS reqiured exploratory 
and feasibility studies conducted over a period 
of 6 years. Literature review and consultation 
ilucumented needs and potential uses for na- 
tional ambulatory medical care statistics. Infor- 
mation regarding accepted definitions, uniform 
terminology, procedural experience, or practical 
classiHcations for the problems and conditions 
encountered in nbulatory care settings was 
found to be limited. First, data collection forms 
and procedures were developed and tested by 
sample physicians in a national field survey, 
which demonstrated the difficulty of achieving 
high leveb of participation. ReHned data collec- 



tion forms and improved procedures were fur- 
ther tested by a second sample of physicians in 
an expensive national survey lasting over 2 
quarters in 1 year. Results demonstrated the 
usefulness of professional endorsement, proce* 
dural efficiency, and minimal work reqmrements 
in achieving physician-participation levels ex- 
ceeding 80 percent. 

As a byproduct of the latter phase of feasibil- 
ity studies, a volume of ambulatory visit data 
became available. It was analyzed and presented 
to illustrate kinds of information NAMCS results 
will provide. Subject to described limitations of 
the data, percent distributions of 23,407 ambu* 
latory patient visits to a national probability 
sample of office-based physicians are shown by 
categories of patients, specialty groups of physi- 
cians, and characteristics of visits. Common 
patient problems and physician diagnoses are 
ranked in order of their frequency. These 
findings may suggest potential applications for 
NAMCS results, whic.i will supplement existing 
NCHS programs with information from ambula- 
tory patient visits in office-based practice. The 
added NAMCS results will assure that a more 
comprehensive range of statistical information is 
available concerning the entire spectrum of 
health care services for the population of the 
United States. 
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Table 1. Numbir of phyticians in sample and »}arcent enlisting in and completing forms for Field Test: Phase I, NAMCS Feasibility 

Study, by enlistment method and length of form: United States. 1969 



Enlistment method and form length 


Number of 
physicians' 


Percent 
enlistinc 


Percent 
completing 




679 


/•* 


oo 




351 


73 


54 




328 


75 


56 


Telephone contact by resident physician 










224 








118 


78 


SO 




106 


82 


58 


Telephone contact by lay interviewer 










241 


73 


47 




122 


73 


so 




119 


74 


54 


Personal contact by lay interviewer . 










214 


70 


61 




111 


75 


65 




103 


64 


57 



• Effective or target sample number it given; it excludes 220 (24 percent) of 899 total sample physicians, who were unavailable or 
ineligible according to prior survey definitions, and hence were not requested to participate or complete forms. 



Table 2. Number of physicians in sample and percent enlisting in and completing forms for Field Test: Phase II, NAMCS Feasibility 

Study, by data collection form and procedure: United States, 1971 



Data collection form and procedure 


First quarter 


Second quarter 


Number of 
physicians' 


Percent 
enlistir>g 


Percent 
completing 


Number of 
physicians' 


Percent 

enlisting 


Percent 
completing 




746 


83 


80 


721 


79 


73 




301 


78 


74 


291 


74 


67 




44d 


87 


B4 


430 




7o 


Log and sampling procedures 
















285 


84 


78 


278 


81 


73 


Short forms 


143 


82 


76 


141 


79 


72 


Miniforms 


142 


86 


80 


137 


83 


74 


Log. no sampling procedures 














Total 


310 


81 


78 


298 


74 


69 




158 


74 


72 


150 


68 


62 




152 


88 


86 


148 


80 


77 


No log, no sampling procedure 








• 








151 


87 


85 


145 


83 


82 



' Effective or tarset sample numberi are given; tfiey exclude 85 (10 percent) of 831 total sample physicians the first quarter, and 56 
(7 percent) of 777 ttie second quarter, who were unavailable or ineligible according to prior survey definitions, and hence were not 
requested to participate or complete forms. 
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Table 3. Number and percent distribution of 645 office-based physicians participating in Field Test: Phase 11. NAMCS Feasibility 
Study and of 23,407 ambulatory patient visits, by specialty of physicians: United States, 1971 



Specialty of physicians 



Total, all specialties 

Primary care specialties 

Total 

General and family practice 

General internal medicine 

General pediatrics 

Secondary /tertiary care specialties 
Total 

General sttrgery 

Obstetrlcs-gynecology 

Orthopedic surgery . 

Other surgical specialties 

Psychiatry-neurology 

Other medical specialties 

Remaining other specialties 



Participating physicians 



Patient visits 



Number of 
short-form 
procedures 


Number of 
all study 
procedures 


Percent 
distribution of 
all study 
procedures 


Number of 
all study 
procedures 


Percent 
distribution of 
an stuoy 
procedures 


246 


645 


100.0 


23.407 


100.0 


101 


283 


43.9 


12.538 


53.6 


62 


166 


25.7 


7.932 


333 


27 


87 


13.5 


2.723 


11.6 


12 


30 


4.7 


1.883 


8.0 


145 


362 


56.1 


10.869 


46.4 


39 


92 


14.3 


2,512 


10.7 


23 


52 


8.1 


1.873 


8.0 


16 


38 


5.9 


1.507 


6.4 


32 


84 


13.0 


2.421 


10.3 


n 


44 


6.8 


718 


3.1 


19 


40 


6.2 


1.461 


6.2 


5 


12 


1.9 


377 


1.6 
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Table 4. Number and percent distribution of 23.407 ambulatory patient visits to office^based physicians participating in Field Test: 
Phaw II. NAMCS Feasibility Sfidy . by age of patienu and specialty of physicians: United States, 1971 



Specialty of physicians 



Number of 


Alt 1 


0-14 


15-44 


45-64 


65 years 


Not 


patients 


ages ] 


ye<r$ 


years 


year» 


and over 


stated 








Parcent distribution 




23.407 


10O.0 


19.1 


43.0 


25.7 


12.7 


1.5 


12^38 


100.0 


26.9 


36.6 


22.' 


123 


1.5 


7^32 


100.0 


19J2 


43.7 


22.7 


12,7 


1.8 


2,723 


100.0 


23 


38.1 


35.0 


22.7 


1.3 


1383 


100.0 


94.0 


43 


0.5 




0.6 


10369 


100.0 


10.1 


50.4 


253 


12.4 


1 •O 


2312 


100.0 


10.3 


453 


293 


12.4 


1 .o 


1373 


100X) 


0.9 


84.7 


113 


13 


1.6 


1.S07 


100.0 


70A 


42.7 


273 


83 


0.9 


2.421 


100.0 


15.2 


35.1 


303 


173 


1.0 


718 


100.0 


S3 


73.4 


17,1 


13 


2.2 


1.461 


100X) 


7,1 


37.4 


274 


26.7 


1.3 


377 


100.0 


1.9 


483 


353 


93 


4.2 



Total, all specialties 

Primary care specialties 

Toul 

General and family practice 

General internal medicine 

General pediatrics 

Secondary /tertiary care specialties 
Total 

General surgery 

Obstetricsiivnecology 

Orthopedic surgery 

Other surgical specialties 

Psychiatry -neurology 

Other madical specialties 

Remaining other specialties 
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T*l« 5. Numi>ef and percant distribution off 23.407 ambulatory patient visits to offfica*basad physicians participatinQ in Fiaid Tast: 
Phase II. NAMCS Feasibility Study, by sax off patients and specialty off physicians: United States* 1971 





Number off 
patients 


Both s 


Malt 




Not 
itatad 






PtrcAnt distribution 




all cnA^lAltiAS .... 


23^07 


100.0 


41.6 


56.6 


1.8 


Frinnary care specialties 














12.538 


100.0 


43.1 


55.1 


1.8 




7532 


100.0 


41 .3 


66.7 


2.0 




2.723 


lOOi) 


40.4 


58.0 


1.7 




1.883 


100.0 


54.8 


44.2 


1.0 


d^COniiary/ lot limy varv if^cviaiiiQ* 














10.869 


100.0 


39^ 


58^ 


13 




2.512 


100.0 


47.6 


503 


13 




1.873 


100.0 


1.7 


96.1 


2.2 




1.507 


100.0 


51.6 


47.4 


1.0 




2.421 


100.0 


A7S 


50.7 


1.4 




718 


100.0 


40.5 


57.1 


2.4 




1.461 


100.0 


43£ 


54.5 


1.7 




377 


100.0 


65J 


30.0 


4.8 



Table 6* Number and percent distribution off 23.407 ambulatory patient visiu to offffice4>esed physicians participating in Field Test: 
Phase II. NAMCS Feasibility Study, by ttx end age off patients: United Sutes* 1971 





Both saxa* 


Male 


Fomala 


Not stated 


Aga of patiantt 


NumtMr 


Pareant 


NumtMr 


Percant 


Number 


Percent 


NumtMr 


Percent 




distribution 


distribution 


distribution 


distritXJtion 


Totti. all ages . 


23;407 


100.0 


9.749 


413 


13.243 


563 


415 


13 




1j993 


8.5 


1344 


43 


930 


43 


19 


0.1 




2;477 


103 


1310 


53 


1.148 


43 


19 


0.1 




3JB08 


16.7 


1306 


64 


2376 


103 


27 


0.1 


2544 yaan 


6.166 


263 


2.280 


9.7 


3339 


16.4 


47 


03 




5.537 


23.7 


2398 


10.2 


3394 


13.2 


45 


0.2 




2;S73 


12.7 


1.158 


93 


1.798 


7.7 


17 


0.1 




363 


13 


54 


0.2 


68 


0.2 


241 


13 





















Table 7. Number, percent, and cumulative percent of 7JS\A ambuiatory patient visits (ranked in decreasing frequency) to office-based 
physicians participating in Field Test: Phase IL NAMCS Feasibility Study « by the 20 most common three-digit ICDA categories 
auigned for patient's purpose, problem, or chief complaint: United States, 1971 



I Diagnostic groupings and code number inclusions are ba^d on the Eighth Revision International Classification of Diseases, Adapted 

for Use in the United States. 196S| 



Rank 


tCOA categories 


Number 
of 
visits 


Percont 
of 

VititS 


Cumulative 
percent 


1 






966 


12^ 


12.9 


2 




Yin 


898 


12.0 


24.B 


3 




YQfi 


412 


5.5 


30.3 


4 






336 


4.5 


34.8 


S 






283 


3.8 


38.5 


6 






281 


3.7 


42.3 


7 






198 


2.6 


44.9 


8 




. . .462 


178 


2.4 


47.3 


9 




785 


174 


2J3 


49.6 


10 




. 790 


155 


2.1 


51.7 


11 




728 


149 


2.0 


53.6 


12 




460 


141 


1.9 


55.5 


13 




Y02 


1 09 






14 




796 


133 


1.8 


59.1 


IB 




277 


122 


1.6 


60.7 


16 




401 


121 


1.6 


62.3 


17 




. . .N4d6 


t20 


1.6 


63d 


18 




692 


118 


1.6 


65.5 


19 


FollowHip examination with no need for further care or need for only 














. . .Y03 


89 


1.2 


66.7 


20 




.786 


81 


1.1 


67.7 




Other specified diagnostic categories (with 3<ligit ICOA codes assigned) . . . 




2,424 


32.3 


100.0 
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T«ble8. Number, p^ctnt, ml cumulative percent of 23,407 ambuletorv patient visits (ranked in decreasing frequency) to 
0ffice4>aMd physicians participating in Field Test: Phase II, NAMCS Peesibility Study, by ^e 20 most comnnon three^ditft ICOA 
categories assigned for their most important diagnosis: Uniied States, 1971 



(Diagnostic groupings and code number inclusions arc based on the Eighth Revision International Classification of Diaeases, Adapted 

for Use in the United Sutes, 1965] 



Rank 


iCOA categories 


Number 
or 
visits 


Percent 

OT 

visits 


Cumulativ* 
percent 


t 






1^2 


8.5 


8.5 


2 






1,878 


8D 


16.5 


3 






1,423 


6.1 


22.6 


4 




Y06 


751 


3.2 


25.8 


5 






699 


3.0 


28.8 


6 




465 


662 


2.8 


31.6 


7 






558 


2.4 


34.0 


8 






WO 


1 Q 




9 




250 


362 


1.6 


37.4 


ID 




277 


346 


1.5 


38^ 






381 


324 


14 


40.3 






692 


314 


1.3 


41.6 


13 




462 


313 


U 


43.0 


14 


FollowH'9 examinntion with no need for further care or need for only 
















285 


1.2 


44.2 


IS 






283 


1.2 


45.4 


16 




507 


276 


1.2 


46.6 


17 




. . .N847 


270 


1.2 


47.7 


18 




463 


249 


1.1 


48.8 


19 




079 


223 


OS 


49.7 


20 






212 


0.9 


50.7 


20 




731 


212 


0^ 


51.6 




Other specified diagnostic categories (with 3*digit ICOA codes assigned) . . . 




11A40 


48.4 


100.0 
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Tabit 9. Mumber and p^Kcent distribution of 23.407 ambuiatory patiant vitiU Jrankad in dacreating fraquancv) to offi4;e4)aiad 
phviiciani participating in Fiald Test; Phaia II, NAMCS Feasibility Study, by the 19 major ICOA clasm containing their most 
important diagnosis: United States, 1971 

IDognofitic groupings and code number inclusions are based on the Eighth Revision International aassification of Diseases. Adapted 

for Use in the United States, 196S ) 



Rank 



Major ICDA classes 



Percent 
of 
visitt 




Tout, alt visits 

1 Supplementary classification: Special conditions and «^A«rninations without sicknau Y00-Y13 

2 VIII. Oiseasat of the respiratory system 460-519 

3 UnknovMn diagnoses (with no code assigned) 

4 VII. Diseases of the circulatory system 39&4S8 

6 XVII. Accidents, poisonings, and violence N800-N999 

6 VK Disaaset of the nervous system and sense organs 320*389 

7 X. Diseases of the genitourinary system 580*29 

8 XIII. Diseases of the musculoskeleul system and connKtive tissue 710-738 

9 XII. Diseases of the skin and subcuuneous tissue 680-709 

10 V. Mental disorders • • . 290-316 

11 III.. Endocrine, nutritional, and metabolic diseeses 240-279 

12 XVI. Symptoms and ilKlefined conditions 780-796 

13 I. Infective and parasitic diseases 000-136 

14 IX. Oiaaases of the digestive system 620*77 

15 II. Neoplasms 140-239 

16 IV. Diseases of blood and blood^orming organs 280-289 

17 XIV. Congenital anomalies 740-769 

18 XI. Complicationsof pregnancy, childbirth, and the puerperium 630*78 

19 XV. Certain causes of perinatal morbkJity and mortality 760-779 



Table 10. Number and percent distribution of 7,614 ambulatory patient visits to offlca^msad physicians participating in Field Test: 
Phase II, NAMCS Feasibility Study, by type of physician practice and color of patients: United States. 1971 



Color of patiffnti 


Total, all typM 
of practic* 


Ganaral artd 
family practice 


Spaciaitv 
praetica 


Number 


Ptrcant 

diitribution 


Numbar 


Parcant 

diitribution 


Number 


Percent 

distribution 




7^14 


100X) 




100.0 


4.922 


100.O 




6327 
643 
44 


90S 
9£ 
0£ 


2^ 
233 
16 


904 

9JCi 
0j6 


4.484 
410 

28 


91.1 
8.3 
0.6 





Tibit 1 1 . Numbir and ptrcMt distribution off «.514 amfaulitory ^titnt vitiU to office4>9t0d phytlcians (larticipitino in Fitid Tilt: 
Phut 11. NAMCS FcMibilitv Study, by type of physician practice and nriarital status of patitntt: United Statfts. 1971 



Marital status of patiants 


Total, all typas 
of practice 


Gtntral and 
family practice 


Specialty 
practrca 


Number 


Percent 
oisiriouiion 


Number 


Parcant 


Number 


Percent 

H i« t rlHtJ t icMl 




7^14 


100.0 


1 2.592 


100.0 


4.922 


100.0 






34£ 


823 


31.8 


1.775 


36.1 




3fi92 




U75 


53.0 


2.517 


51.1 




442 


5.9 


157 


6.1 


?95 


BA 




237 


3.2 


113 


4.4 


124 


2.5 




345 


4j6 


124 


4.8 


221 


4.6 



Table 12. Number end percent distribution of 7.514 embulatory patient visits to office4>eeed physicians perticipeting in Field Test: 
Phase II. NAMCS Feasibility Study, by type of p*»Y^i«i5n prsctice and by whether patient had been seen before by seme physician: 
United Stam, 1971 



Petient seen before by same physician 



Total, all types 
of practice 


General and 
family practice 


Spe 

pn 


ciatty 
ctica 


Number 


Percent 

dittribution 


Number 


Percent 

dittribution 


Numbw 


Ptrcent 

distribution 


7.814 


100X) 


2.682 


100.0 


4.922 


lOOi) 


6.172 


82.1 


2.106 


81 J 


4.066 


82j6 


4.377 
1.671 
224 


683 

20J9 
3J0 


1.261 
769 
76 


48£ 

29.7 
2J 


3.116 
802 
148 


63J 
16J 
3J) 




174 


469 


18.1 


830 


174) 


34 

1 


OS 


17 


0.7 


17 


03 



Total* all Visits 

Seen before • • • • 

For praeent problem 

Not for preeent problem 

UnknoMh whether for preeent problem 

Not eeen before 

Unknown whether seen before . 



ao 



Table 13. Number and parcent of 7,514 ambulatorv r»tkmt visits to cffict-based phyiicians participatino in Field Test: Phase II, 
NAMCS Fttasibility Study, by type of physician practice and extent of history taken and examination made at visit: United States, 
1971 



History tai^en ar^j examination made at visit 


Total, all types 
of practice 


General and 
family practice 


Specialty 
practice 


Number 


Percent 


Number 


Percent 


Number 


Percent 




7,514 


100.0 


2,892 


100.0 


4.922 


lOO.O 




6,510 


86.6 


2.338 


90.2 


4.172 


84.8 






9ft 9 






1 399 


284 






S8.4 


1.616 


62.3 


2773 


56.3 




964 


12^ 


245 


9.5 


719 


14.6 




40 


0.5 


9 


0.3 


31 






6.783 


9o;3 


239 


92£ 


4.384 


89.1 




2.109 


28.1 


678 


26.2 


1.431 


29.1 




4.674 


62.2 


1.721 


66.4 


2.9S3 


60.0 




641 


8.S 


174 


6.7 


4<>7 


9.5 




90 


1.2 


19 


0.7 


71 


1.4 
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Table 14. Number and percent distribution of 7^14 antbulatory patient visiu to office4)asad physicians participatino in Field Test: 
Phaie II. NAMCS Feasibility Study, by type of physician practice and laboratory procedure. X-ray examinations, and other 
diagnostic proc^uret order^: United States. 1971 





Toul. all types 


General »nd 


Specialty 




of practice 


family practice 


practice 
















Diagnostic tests ordered at visit 
















Number 


Percent 


Number 


Percent 




Percent 






distribution 


distribution 


distribution 


Total, all visits 


7.514 


100.0 


2.592 


100.0 


4.922 


100.0 


Lab procedures 














Total 


1.991 


26.S 


523 


20.2 


1.468 


29.8 


Fo* screening « 


1.000 


13J 


222 


8.6 


778 


15.8 




574 


7£ 


217 


8.4 


357 


7.3 


Pat ffollAMiuD 


417 


5J5 


84 


33 


333 


6^ 




5.095 


673 


1.821 


70.3 


3.274 


66.5 


Unlc^iOKvn 


428 


5.7 


248 


9£ 


180 


3.7 


X-ray < xams 














Total 


710 


9.4 


220 


83 


490 


10.0 


For screening 


176 


23 


52 


2.0 


124 


2.5 


For diagnosis 


402 


G.4 


147 


5.7 


255 


5.2 


For followup 


132 


13 


21 


OM 


IV 


2.3 


None ordered ..... 


6.040 


804 


2.072 


793 


3.968 


80.6 




764 


10.2 


300 


11.6 


464 


9.4 


Other diagnostic procedures 














Total 


565 


7.5 


112 


A3 


453 


9.2 


For screening 


192 


2£ 


42 


1.6 


150 


3.0 




170 


23 


47 


1^ 


123 


2.5 


For followup 


203 


2.7 


23 


03 


180 


3.7 




6.104 


812 


2.1 59 


833 


3.945 


80.2 




845 


UJ2 


321 


12.4 


524 


10£ 
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Tablft 15. Number and p«rc«nt distribution of 7.514 ambulatory patient visits to office-based physicians partidpating in Field 
Phase II. NAMCS Feasibility Study, by type of phy^irian practice and diagnostic specimen uken: United States, 1971 



Diagnostic specimen uken at visits 


Total, all types 
of practice 


General and 
family practi^ 


Spe 
pri 


cialty 
ictice 


Number 


Percent 
distribution 


Number 


Percent 

discribution 


Number 


Percent 

distribution 




7.514 


100.0 


2,592 


100.0 


4,922 


100.0 




2.128 

910 
1.077 
141 

4.991 

395 


28.3 

12.1 
14.3 
1.9 

66.4 

5.3 


594 

283 
271 
40 

1.784 

214 


22.9 

10.9 
10.5 
1.5 

68.8 

8.3 


627 
806 
101 

3.207 

181 


31.2 

12.7 
16.4 
2.1 

65.2 

3.7 





T*le 16. Number and percent distribution of 23,407 ambulatory patient visitt to offlce^basad physicians participating in Fiatd Teit: 
Phase II, NAMCS Feasibility Study, by type of physician practice and treatnwnt provided for patientt: United States, 1971 



Treatment provided for patients 


Total, all types 
of practic9 


General and 

family practice 


Spaclalty 
practice 


Number 


Percent 
distribution 


Number 


Percent 
distribution 


Number 


Percent 

diatributiofl 




23.407 


\QOJ0 


7.932 


100.0 


16.475 


100.0 


3.986 
12.06S 
1J908 
1.764 
2.82S 
293 
S.872 
194 


17.0 
51S 

8.2 

7£ 
12.1 

1.3 
25.1 

0.8 


1.01S 
S.399 
486 
400 

OCM[k 

90 
63 


123 
68.1 

6.1 

6.0 
12.6 

1.1 
17£ 

OB 


2.971 
6.666 
1.422 
1.354 
1.826 

203 
4.478 

131 


19.2 
43.1 

9.2 

8.7 
11.8 

13 
289 

08 



' The sum of column entries exceeds column totals since more than 1 typa of treatment may have been provided per visit. 
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Table 17. Number and percent distribution of 7p14 ambulatory patient visits to office-based physicians participating in Field Tast: 
Phase II, NAMCS Feasibility Study* by type of physician practice and disposition following patient vi$it: United States, 1971 



m 


Total, all types 


General arid 


Specialty 


Disposition following patient visit 


of practice 


family practice 


practice 
















Number 




Number 


Pfircfint 


Number 


Pftrrunt 






distribution 

\J (•il IWU < 


distribution 


distribution 


Total, all visits' 


7 5ld 


100 0 




100.0 


4.922 


100.0 


No further followup planned 










377 


7 7 


Telephone followup planned 




R R 


1 w*w 


a 7 






Return to same ohvsician anvtime oro re nata 


1 JOQH 


Oti 1 


77Q 


t(\ 1 


1 106 




Return to same ohvsician at soecif ied time or 














intfirval 


4.423 


583 


1,274 


49.2 


3.149 


64.0 


Referred for diaonostic tests onlv 


72 


1.0 


21 


OB 


51 


1.0 


RofArrfld to annthpr nhi/cician f nr cnncultation 
















181 


2.4 


71 


2.7 


110 


22 


Referred for hospital admission under same 
















236 


3.1 


45 


1.7 


1S1 


33 


Referred for hospital admission, under another 
















69 


0.9 


19 


0.7 


50 


0.1 




67 


03 


3 


0.1 


64 






65 


03 


12 


0.S 


53 


0.1 



' The sum of column entries exceeds column totals since more than 1 kind of disposition may have been arranged per visit. 



Table 18. Number and percent distribution of 7,514 ambulatory patient visits to -^'ice^based physicians participating in Field Test: 
Phase II, NAMCS Feasibility Study, by type of physician practice and duration of visit: United States, 1971 



Duration of visit in minutes 


Total, all types 
of practice 


General and 
family practice 


Specialty 
practice 


Number 


Percent 
distribution 


Number 


Percent 
distribution 


Number 


Percent 
distribution 


Total, all visits 

31«60 minutes 


7,514 


100.0 


1 2.592 


100.0 


4.922 


100.0 


1^294 
2^29 
2,033 
1,529 
321 
28 
80 


175 
29.7 
27.1 
20.3 
4.3 
OA 

... 


521 
898 
785 
330 
28 
5 


20.1 
34.6 
30.3 
12.7 
1.1 
0.2 
1.0 

9.8 


773 
1.331 
1.248 
1.859 
293 
23 
55 

1 


15.7 
27.0 
25.4 
37.8 
6.0 
0.S 
1.1 

1.9 
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APPENDIX I 



DATA COLLEaiON FORMS 
1973 NATIONAL AMBULATORY MEDICAL CARE SURVEY 



PATIENT LOG AND PATIENT RECORD. SAMPLING EVERY PATIENT 



PATIENT lOG 



PATICIIT 


PATIEHT'S NAMC 


11 




12 




13 




14 




15 




U 




17 




18 




19 




20 





PMVUOAH't WV 



■ pt«Mfc>W> I III! II I^NNM 



ftwiNtlHwt^ftWKI i<l null Mt M low 



1 A 121601 



1. MtiWMm 



PATIENT RECORD 



$09 / OW /Yt 




\ 




•MI 

. □ ((Win 

.□-'•Si, 

> □ OTH<« 


ft. MTIHn*R MWOMl PIMUWtl 

MIfUMf A M tWIMMt m «Vr 

• M09T 

to ftTma 


• □ Vf MV UAIOUS 

• □ WRIOI'I 

• □ lilOMTtV MMOUS 

• □ NOT MRlOUt 


« □ m • □ NO 

I^V/S. tar ItoAMMM 
» □ VW • □ NO 


m / Of /ft 


• □ fCMAU 
a □ MALI 



9M TM Mir (filM* •» aMv N 



■1 



a ACUTt MOtUM 
M □ ACun MIO«UM. WUOW.Uf 

□ CHII0«NC MK>tU««. nOUTMC 
•* a CHROIMCMIOKMirLAM UP 
M □ NItNATALCAM 

« Q ^OtTNATALCAAC 

□ fO«TO«MTIVl CA«I — ^ 



M a Wf U AOUIT/CMILO IXAM 
M a »AU(LY PLANNN40 

□ COUNMLMM/AeVICI 
M a IWMUNOATION 

□ KIKAMO AY OTNf A HiVt/AOiNCY 
•> □ ADMtMiTfUTfVI KAPOM 

'» □ OTHCA «#M«y| 



10. TlUllttMr/iaMCIMMaUMPtMltUllMMfri^ 



□ NONt OADIAiO/nKMIOAO 
»* □ GlNSHAk HI«rOAY/lXAM 

M a lAA pAoaoiMumtT 

M a X.RAYI 

M a t«UCCTK)M/lMMUMl2ATION 
« □ Or»»CI lUAOICAL TMATMINT 



a MitCAimON DAtlQ 

a NON.MUACAirTtOMOAUa 

a nvC}«OrHlAAPVnMlAAHTU(C 
UlTtMAO 

a MioicAi coifMSiuma/Aovici 



» DliClilOltl AAAOOATtD WITH rttM N tNTAY 



k OTMiA UOMiHCANT CUAMMT Olfttt N O m 



11. MfMmMnMWMf 

□ ffO fOUOW UP PtANNCO 
a AnUANATSPCCtPttOTHM 

□ ACTUAN (P NIIMO. P A N 

D Tf UPHONI POilOW U» PtANNIO 
a AIMAMOTOOT'<IN 

PHY$«CIAN/AO«NO 
a AITUANIO TO AtMWINQ 

PHV«IC4AN 
CJ AOAHTfOHOtPlTAC 



«w 4 n 



MMRTIMMr M MMTN. tOVCATION AM WttMUN 
PMUCHCAlTMMftVtCI 
HtALTM MRVlCtt AHe MWTAi M«AiTH AOMM**TA*IION 
NAIlONAi CiilttR fOA MIAiTM iKAncnU 



OMA PM ftn«M 

— AIWA AATi %mn% 
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BEST COPY AVAILABLE 

PATIENT LOG AND PATIENT RECORD. SAMPLING EVERY SECOND PATIENT 
B 343202 



B343202 



PATIENT LOQ 



1. 



IMIMMMT 



MTIiNT RECORD 

NATIONAL AMBULATORY MEDICAL CARE SURVEY 



MTiiNrt NAME 



2. Mil ■» Mm 



TIME OF 



S.tti( 

• □ MMAU 
■ □ MAU 



4.MtMIM 
MM 

• □ WMJTI 

I □ «1I0R0/ 
•lACK 

• □ OTMIM 

« □ UNKNOWN 



S, MTMNrt W MI OM l MOfUIIW 



• MOST 
IMPORTANT. 



i, M4J— MlliMW fOt TMH WHT [Umt til mmm] 



□ ACUTC PROtLfM 

□ ACuTt PflOtUM. POUOW-UP 

□ CXaOWC PR09UM. ROUTIMI 

□ CHRONIC PROtCU*. fUUU.UP 
a PAIMATAL CARt 

□ POVTtUTAL CARI 

Q POtTQPtlUTtVl CAM 



C VMCU AOUIT/CHICO tXAM 

□ PAMICV PUNNING 

□ COUNWl.lNQ/AOViCI 
C IMMUNISATION 

Q RI»|RR|0 RV OTHIR PMY«/AQlNCV 

□ AOMiNltTRATlVl PURPOM 

□ OTHIR (£«MiV) 



a NONI OROIRI»/PROV>OIO 
M □ OINIRAL HIITORY/EXAM 
•« □ LA« MO€iOURI/TUT 
•* □ X.MATt 

M □ iNJiCTlON/iMUUNiZATlCN 
M Q OPPICI lUROlCAi TRUTMCNT 



Z ^CICRimON ORUQ 

□ NON PRIKMlPTtON ORUO 

^ P9VCHOTHIRAPY/TMIRAPITU4C 
LiSTtNiNO 

D MIOtCAL COU^ULINO/AOVlCi 
O OTHtR (ifMtfV) 



CCNTNMrt UtTHlQ PATIINTf 
Oft NCXT PAOl 



MOfUM Ml rm u 

• CI VERv SCRIOUS 

t □ SLICHTI.V S(R(OUfi 

• O NOT SIRlOUfi 



7. HAVtVOHtVHMtll 
TMIMTtiaiTMMail 

• n v« « □ NO 
ff Y£S. r«f tit0 fit«df$M 



a vi» 



□ NO 



t. MlVtlCIAII'i MOKtm MMMlllllMI VdtT 

• OlAQNOilS AXOCIATtO WITH IT|M U INTRY 



^ OTHf R tlQNiPiCANT CUMINT OlAONOMS 



11. owotmonninvniT 

• □ NO FOLLOW UP PlANNIO 

« □ RITURN AT SPfClPliO TlUf 

• □ RCTURNiPNIIOCO. PRN. 

• □ Tf UPHONC FOLCOW.UP PtANMO 

• □ RftFIRRlO TO OTHCR 

PHV«C1AN/A6INCV 

• □ RfTURNCO TO RCFCRRtNO 

PMVilCUN 

• □ ADMIT TO HOSPITAL 

• O OTHIR {U^} 



12. •MUTMn or 

IH^VWT (Km 



^MlNUTtS 



f 4 n 



MPARTMInr OP KUITN IDVCATKM AND WTSUAM 
PtMUC HSAITM SWVICt 
HIAiTH MRMen AMOMVfTM. HIM.TM Afl Nj j M f fA TWl 



OMI «M SU1M 
VWAATIOM OATt Mf^9 



PATIENT LOG AND PATIENT RECORD. SAMPLING EVERY THIRD PATIENT 

C 487202 



0487202 



PATIENT LOQ 



MTIEUrS NAME 



1 



TIMe OF 
Vi(IT 



2.aAito>iiini 


4. WiMoa 


Sw MTKHT'S MMClMi I1l0§llll(t| 




9 mw tMM ■MM MAM 


MM 


coMMAMrdu M mmMKn Oil wft 


mmmmtmu 






. Q WHlTt 






• □ Vit < □ HO 




• MOST 


• □ VEAVMIUCVt 




' ° "'SSSU 






• □ PIMAU 


• □ OTHIR 


• □ suoHUv tmiout 




1 □ MAU 


« a UNKNOWN 


K MM 


« □ NOT MRIOU0 


' □ via • □ NO 







CONTlNUl USTINO PATIINTt 
ON NtXT PAOt 



AMUAANCi OP eONMOINTUUTr-AI H 
• lilMIII. tr m MMWNMHM w« k* Ni" 



1. Mil Of Mm 



PATIENT RiCORD 

NATIONAL AMBULATORY MEDICAL CARE SURVEY 



t« Muoa M i Moii i tmi wwr tfMi# n umh 



•> □ ACUTC NIOtUM 

•t □ ACUTIPHOtllM.FOUOW-UP 

M □ CHRONIC PftOOlCM. ROUTINI 

M □ CHRONIC PROtLlM. fURI-UP 

M a PRtNATAL CARS 

M □ POtTNATAL CARS 
□ POrrOFtRATIVC CAR! 



□ WiaAOULT/CHILO iXAM 

□ PAMIIV PLANNMO 

□ COUNMUNO/AOVlCC 

□ *MMUNIZATtON 

a RiFtRRtO tV OTHIR PMVt/AOINCV 
I □ A0MlN«T1UT1Vt PURPOil 

□ OTHIR *SS^} 



10. TMATMll/tlMICt 

□ NONiOROtRIO/PROVIOlO 
•4 □ OINIRAL HiSTORV/tXAM 
u a LAO PROCIOURim«T 

•* □ X-OAVt 

a iN^CCTlON/IMMUNlZATtON 

□ OFPlCtSURQICAtnilATattNT 
(Upa<V) 



C PRISCRIPTION ORuO 
M □ NON-PRUCRIPT»ONORUO 
M □ PiVCHOTHIMPV/TMUIANTUlC 
LltTtNMO 

• □ MIOtCAl COUNMUNO/AOVlCt 
□ OTHIR (J>MIV) 



MSM MS 4 

•fv. in 



4. OtAONOtIO AMOCIATtO WTTM iTtM l4 WffHV 



b OTHIR tlONlFlCANT CUMINT OliONOOW 



• □ NO fOLLOWUP PLANNIO 

t □ RffTURN AT iPfCtPif 0 TMM 

• □ RITURN If MlOfO. P.R.N. 

• □ TIUPMONC fOUOW*Uf 

• □ MFIRrCO TO OTHIR 

PMVSICIAN/AaiNCV 

• □ MTURNtO TO RIftMMO 

PHVOinAN 

• O AOMI^ TO MOOPfTAL 

• □ OTMIR C^tiiV ) 



OmumUNT OF MALTH. IOUCATKM AMD WUfS^^ 
PUti'C NSALTH UPVfCt 
INM^TM MRVICtt ANC MINTAL M«AlTN AO MINISTRATION 
MATWMAi CtNTtR FOR MSALTM ItAllSTICt 



12.aoiAiioaof 

III m jiiin 



.MWUTtt 



OMt^FMSTSItS 
i XF W A TION OATI SAS/II 



36 



ERIC 



PATIENT LOG AND PATIENT RECORD, SAMPLING EVERY FIFTH PATIENT 



BEST COPY AVAILABLE 



D591705 



ASSUMMCf Of COMfiOCMTlMrrV^AN 



1M^19^ •♦W^ ^•'PMt ^tyfl^tf^Mtit^ o4 0 



D691705 



PATIENT LOO 



1. MTi Of mm 



Mo , 



PATIENT RECORD 

NATIONAL AMBULATORY MEDICAL CARE SURVEY 



•I wmm •« It* l«t Si tMtMM •« 



PATIENTS NAME 



TIME OF 
VlSiT 



2.Mnif Mmi 


4. COiOHM 
MCI 


fw HmnTi Niicmi mmiimU) 

COII#UMIT(t). M tVftnOlM) !!^ VtlfT 


UMOUMUt Qf 
MMtUM W ITUI tt 


7. NAViVOUnMIIM 
TMtl MTUMT UHUt 




» □ WMITf 

t □ Niono/ 

• □ OTMl« 






> □ VCS 1 0 NO 




A MOST 
IMAQBTAMT 


• a VERY SCRiOUfi 




* □ scmous 

1 U SLIOMTLV UniOUS 


if Y£5 tet tH pfOtHtn 


t □ MALE 


• □ UNKNOWN 


K nTMrn 


* a NOT SIRlOUS 


• c Yu 1 n NO 







□ ACUT€ PROtllM 

•> □ ACUTI FROii£M. FOLLOW-UP 
•• G CHRONIC MOtUM.«OUTlNC 

i- □ Chronic MOiLiM.FLAft( up 

« a PRCNATALCARE 
M C «)STNATAL CARC 

□ fOSTOPf RATivc Care — ^ 



n 'VILL AOULT/CM(LO CXAM 
n FAMILY PLANNtNb 

□ COUNS(LINQ/AOVlC( 
^ IMMUNIZATION 

□ RCFERRCO ty OThCR PhvS/AGINCY 

□ AOMtNtCT^ATiVi f JRPOSE 
C OTMIR iSjMCitr) 



10, TMATimiT/IUMCf mittfl OiMOVtAU fWSVttIT iCmitHmti^) 



• □ NONt OROIREO/MOVIOEO 
H D OiNCAALHlSTORV/CXAM 
M □ LAI PROCIOURC/TIST 

□ X-RAYJ 
M □ IMJCCTION/IMMUNIZAHON 
« O OFFICE SURGICAL TREATMENT 



i; PRESCRIPTION ORUO 
G NON PRESCRimON ORUQ 
□ PSVCHOTHERAPV/TMERAPETUIC 
LISTENING 

3 MEOICAL COUNSELINQ.AQVICE 
a OTHER («p#c-M 



CdNTMUt UtTING PATISNTft 
ON NEXT PAGE 



• OtAQNOSlS AgSOClATlOWlTH ITfiMM ENTRV 



ti OTHER SIGNIFICANT CURRENT OlACNOSCS 



11. otsntsmofl fwi vmT 

< G NO FOLLOW-UP PLANNED 

• D KfiTURN AT SPEClfiEO TIME 
I □ RETURN IF NEECEO PKN 

• a TCLCPHONE FOLLOW. ur PLANNED 

• U REFEMCOTOOTnER 

PHVSlClAN/AGENCV 

• □ RCTURNEO TO REFERRING 

PHYSICIAN 

• □ AOMIT TO HOSPITAL 

■ □ OTHER {Spt€ify\ 



12. MUtlM or 
fMl VIMT {Tim 

II 



HtM VM I 

R«V 4 >3 



OEPARTUiNT Of HCALVH. iOUCATtO»« AMO MriLf ARE 
PUILIC HtALTH tIRVICI 
MCALTH &f RVICCS AND Ml NTAt HtAlTN ADMINISTRATION 
•tATtONAL CENTER FQR H|AlTN tTATitTtCt 



out M SI21M 
(XPtRAnON DATE l/30/Vt 
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INDUCTION INTERVIEW SCHEDULE 



CONPIOBNTIAL 
II0RC-415S 
Feb., 1973 



Fom Approved. 
0MB No. 068-S72106 
Expires; June 30. 1974 



NATIOHAL AMBULATORY MEDICAL CARE SURVEY 



TIME AM 
BEGAN: FM 


INDUCTION INTERVIEW 












(Phys. ID Number) 



BEFORE STARTING INTERVIEW 

1. ENTER PSySICIAN I.D. NUMBER IN BOX TO RIGHT, ABOVE 

2. ENTER DATES OF ASSIGNED REPORTING WEEK IN Q. 3, P. 2 



Doctor, before I begin, let me take a minute to give you a little background 
about this survey. 

Although «Rd>ulatory medical care accounts for nearly 90 per cent of all medical 
care received* In the United States, there Is no systematic Information about 
the characteristics and problems of people who consult physicians In their 
offices. This kind of Information has been badly needed by medical educators 
and others concerned with the medical manpower situation. 



In response to Increasing demands for this kind of information, the National 
Center for Health Statistics has conducted a series of feasibility studies to 
determine whether a workable data collection method could be developed. In 
close consultation with representatives of the medical profession, this National 
Ambulatory Medical Care Survey was designed and tested* 

Your own task in the survey is simple, carefully designed, and should not take 
much of your time. Essentially, It consists of your participation during a 
specified 7-day period. During this period, you simply check off a minimal 
amount of information concerning the patients you see. 

Now, before we get into the actual procedures, I have a few questions to ask 
about your practice. The answers you give me will be used only for classification 
and analysis, and of course all information you provide is held in strict confidence. 

1 . First , you are a . Is that right? 

(ENTER SPECIALTY FROM CODE ON FACE SHEET LABEL.) 

Yea 1 

No . (ASK A) . . 2 

A. IF NO ; What is your specialty, (Including general practice)? 



(Name of Specialty) 



All information which would permit identification of an individual, a 
practice, or an establishment will be held confidential, will be used only by 
persons engaged in and for the purpose of the survey, and will not be disclosed 
or relessed to other persons or used for any other purpose. 
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2« Do you have a solo practice » or are you associated with other physicians 
in a partnership, in a group practice , or in some other way? 

Solo 1 

Partnership , , , (ASK A) . • • 2 

Group , • • ;ask A) 3 

Other . (SPECIFY AND ASK A) 4 



A« IF PARTNERSHIP. GROUP > OR OTHER ; How nwny other physicians are associ- 
ated with you? 



(# of Physicians) 



3« Nov, doctor, this study will be concerned with the aiabulatory patients 

you will see in your office during the week of (READ REPORTING DATES ENTERED 
BELOH.) 

(that's a (that's a 

J Monday) through / Sunday) 



month date month date 

Are you likely to see any ambulatory patients in your office during that week? 

Yes • . « (GO TO Q. 4) . « • 1 

No (ASK A) . . , 2 

A. IF NO : Why is that? RECCED VERBATIM, THEN READ PARA(»APH BELOW 



Since it's very importanc, doctor, that we include any aaibulatory 
patients that you do happen to see in your office during that 
week, I'd like to leave these forms with you anyvay--Just in case 
your plans change. I'll plan co check back with your office Just 
before (STARTING DATE) to make sure, and I can explain them in 
detail then, if necessary. 

GIVE DOCT(»l THE A PATIENT RECCED FCMIMS AND GO TO Q. 10, P. 6« 
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4. A. At what office location will you be seeing ambulatory patients during that 
7-day period? RECORD UNDER A BELOtf AND ASK B WHEN INDICATED. 

B. IP HOSPITAL EMERGENCY KOOH. OUT-PATIENT CLINIC, OR OTHER INSTITUTIONAL 

LOCATION IN A : Thinking about the ambulatory patients you see In (PLACE IN 
A), do you, yourself, have primary responsibility for their 
care over time, or does (INSTITUTION IN A) have primary 
responsibility for their care over time? CODE UNDER B BELOW. 



A. 

Office Location 


B. 


Dr. has prime 
responsibility 
(In scope) 


Inst, has prime 

responsibility 

(out-'of-scope) 



m 1 0 

in 1 0 

sn 1 0 

C. Is that all of the office locations at which you expect to see ambulatory 
patients during that week? 

Yes 1 

No 2 



IF NO; OBTAIN OFFICE LOCATION (S), ENTER IN "A" ABOVE, AND REPEAT. 



IF ALL LOCATIONS ARE OUT-OF -SCOPE (CODE "0" IN Q. 4B), THANK THE DOCTOR AND LEAVE. 
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5. A* During that week (REPEAT DATES), how many ambulatoi-y patients do you ftxpect 

to see in your office practice? (DO NOT COUNT PATIENTS SEEN AT lOUT-OF-SCOPE 
LOCATIONS ] CODED IN 4-B.) 

ENTER TOTAL UNDER **A*' BELOW AND CIRCLE W APPRO^IATE LINE . 

And during those seven days (REPEAT DATES IP MECBSSARY), on hov mtny day do you 
expect to see any a^latory patients? COUNT BACH DAY IN UHICB DOCTOR BXPBCTS 
TO SEE ANY PATIElfIS AT AN IM-SCOPB OFPICB UlCAnON. 

ENTER TOTAL UNDER **B** BELOW AND CIRCLE NUMBBR IN APPROPRIATE COm« > 

DETEBMINE PROPER PATIENT LOG FOBM FBflH CHART BELOW. READ ACROSS OM 
♦•TOTAL PATIEMTS" LINE UNDER '•A*' AND CIRCLE LETTER IN APPROPRIATE 
''DAYS" COLUMN UNDER '*B.'' 

THIS LETTER TELLS YOU WHICH OF THE FOUR PATIENT LOG FOHMS (A, B, C, D) 
SHOULD BE USED BY THIS DOCTOR. 



LOG FORM DESCRIPTION 



A- * Patient Record is to be 
completed for ALL 
patients listed on Log. 



•Pat lent Record is to be 
completed for every 
SECOND patient listed 
on Log. 



Pat lent Record is to be 
completed for every 
THIRD patient listed 
on Log. 



*0-»*Patient Record Is to be 
coopleted for every 
FIFTH patient listed^ 
on Log. 



A. 

Expected total 
patients during 
survey week. 




B. 

Total days in practice 
during week. 






ENTER TOTAL 










ENTER TOTAL FROM 




FROM Q. 


5-B. 




DAYS 




0. 5-A. 
















































I 


2 


3 


4 


5 


o 


7 


1- 10 PATIENTS 




A 


A 

A 


A 


A 


A 


A 

A 


A 




11- 20 




B 


A 


A 


A 


A 


A 


A 




21- 30 




C 


B 


A 


A 


A 


A 


A 




31- 40 




C 


B 


B 


A 


A 


A 


A 




41- 50 




D 


C 


B 


B 


A 


A 


A 




51- 60 




D 


C 


B 


B 


B 


A 


A 




61- 70 




D 


D 


C 


B 


B 


B 


A 




71- 80 




D 


D 


C 


B 


B 


B 


B 


81- 90 




D 


U 


C 


B 


B 


B 


B 


91-100 




D 


D 


c 


C 


B 


B 


B 


101-110 




D 


D 


c 


C 


B 


B 


B 


111-120 




D 


D 


D 


C 


B 


B 


B 


121-130 




D 


D 


D 


C 


C 


B 


B 


131-140 




D 


D 


D 


C 


C 


C 


B 


141-150 




D 


D 


D 


D 


C 


C 


C 




151-160 




D 


D 


D 


D 


C 


C 


C 




161-170 




D 


D 


D 


0 


D 


C 


C 




171-180 




D 


D 


D 


D 


D 


C 


C 




181-190 




D 


D 


D 


0 


D 


C 


C 




191-200 




D 


D 


D 


D 


D 


D 


C 




200- + > 




D 


D 


D 


D 


D 


D 


D 





*In the rare Instance the physician will see more than 500 patients during his 
assigned reporting week, give him two D Patient Log Folios and instruct hia to conpleta 
a patient record form for only every tenth patient. Then you are to draw an X or line 
on line 5 on every other page of the two folio pads, starting with psge 1 of the pad. 
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6. FIND PATIEOT LOG FOLIO WITH APPROPRIATE LETTER AND ENTER LETTER AND NUMBER 
OF THIS FORM HERE. 



(Folio Nunber) 



f » IUI9 DOCTOR HIS FOLIO A^D EXPLAIN HOW FORMS ARE TO BE FILLED OUT. SHOU DOCTOR 
MBTRUCTIONS ON POCKET OF FOLIO TO WHICH HE CAM REFER AFTER YOU LEAVE. 



ttCOU) VERBATIM BELOH ANY CONCERN, PROBLEMS OR QUESTIONS THE DOCTOR RAISES. 



8. IF DOCTOR EXPECTS TO SEE AMBULATORY PATIENTS AT MC«E THAN ONE IN-SCOPE LOCATION 

DURING ASSIGNED WEEK, TELL HIM YOU WILL DELIVER THE FORMS TO THE OTHER LOCATION(S). 
ENTER THE FORM LETTER AND NUMBER(S) FOR THOSE LOCATIONS BELOW, BEFORE DELIVERING 
FORM(S). 

Location Patient Record Form Letter & Number 



9. During the survey week (REPEAT EXACT DATES), will anyone be available to help 
you in filling out these records (at e^ch IN-SCOl^ location)? 

Yes . . . (ASK A) . . I 

No 2 



A. IF YES: Who would that be? 

RECOU) NAME, POSITKM AND LOCATION. 


B. INTERVIEWER: WAS 
PERSON BRIEFED BY 
YOU? 


Name 


Position 


Location 


Yes No 




I 2 
1 2 
1 2 
1 2 



"^INTERVIEWER SHOULD BRIEF SUCH PERSON IF POSSIBLE. 
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10. Now 1 have Just one more question about your practice. (NOTE: IF DOCTOR 
PRACTICES IN LARGE GROUP, THE FOLLOWING INFORMATION CAN BE OBTAINED FROM 
SOMEONE ELSE. ) 

A. What is the total number of full-tlfoe (35 hours or more per week) em» 
ployees of your (partnership/group) practice? Include persons regularly 
employed who are now on vacation, temporarily ill, etc* Do not include 
other physicians. RECORD ON TOP LINE OF COLIMN A BELOV. 

1) How many of these full*time employees are . • . (READ CATEG<XIIES 
BELGH AS NECESSARY AND RECORD NtMBER OF EACH IN COLUMN A.) 

B. And what is the total number of part*time (less than 35 hours per week) 
employees of your (partnership/group) practice? Again, include persona 
regularly employed who are now on vacation, 111, etc. Do not Include 
other phyaicians. REC(»D ON TOP LINE COf COLUMN B BELOtf. 

1) How many of these part* time employees are . . . (READ CAIE(XieiES 
AS NECESSARY AND RECORD NUMBER OF EACH IN COLUMN B.) 



Employees 

1 


A. 

Full-* time 
(35 or more hours /week) 


B. 

Part-time 
(Less than 35 hours/week) 


(1) Registered Nurs* 

(2) Licensed Practical 

Nurse 

(3) Nursing Aide 

(4) Physician Assistant 

(5) Technician 

(6) Secretary or 

Receptionist 

(7) Other (Specify) 


TOTAL: 


TOTAL: 
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BEFCaUS YOU LEAVE, STRESS THAT EACH AMBULATORY PATIENT SEEN BY THE DOCTOR DURING 
THE 7-DAY PERIOD AT ALL IN-SCOPE OFFICE LOCATIONS (REPEAT THEM) IS TO BE IN- 
CLUDED IN THE SURVEY, THAT EACH PATIENT IS TO BE RECCADED ON THE LOG, AIH) ONLY 
THE APPROPRIATE NUMBER OF PATIENT RECORDS CQHPLETED. 

Thank you for your cine. Dr. . If you have any (more) queationa» 

pleaae feel free to call ne. My phone number is written in the folio. I'll 
call you on Monday morning of your survey week just to remind you. 



II. TIME INTERVIEW ENDED 



12. DATE OF INTERVIEW 



AM 
PM 



nn 



(Month) (Day) (Year) 



COMPLETE ITEMS ON LAST PAGE 
IMMEDIATELY AFTER THE INTERVIEW 
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II. How confident are you that the 
doctor will coiaplete the forms? 

Definitely will .... 1 

Probably will 2 

Doubtful 3 



INTERVIEUER^S SIGNATURE 



I. How ouch interest do you think the 
doctor has in the survey? 

Great interest • • • • • 1 

Sooe interest 2 

Little interest . • • • 3 

No interest 4 

Can't tell 5 



IN1ERVIEVER NUOER 
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APPENDIX II 
INTRODUaORY LETTERS 

1973 NATIONAL AMBULATORY MEDICAL CARE SURVEY 



DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 
public health service 
hCalth services and mental health administration 

nOCKVlLUC MAftVLANO MU 

NATIONAL CENTER FOft 
HEALTH STATISTICS 




Efwiofsir.g Oigari.ations 

Afiwf ican MttftcaJ AucKtation 

E B Howjid. M 0 

Z 'cutivff Vto* Prftw/1«*nt 

N« 'OA^i Mctf^ AttOCi^ttOA 

H. -tt A'«Tkif>» 

Amer<c«<^ AC*<ltmv ot D^rmntoiO'v 
FttS^tKk A J «Cirv|erv M 0 

American Audirnv of Famii. Phyttcians 

Aimricjn Ar«ilt«nv of Ncuroki^v 

t. u -iwi* Set '«•» V 

Aflwrtf Afi AcMjMTiv of 0' • ."vtdC 
Sorgtont 

Anwf ican AcMltmy of PcdairtCi 

HUf€*tC fw*f MO 

EvOCUtlVC OiflfCtOf 

Amcf ictn At«oci««iv«< Of 

N««jrola9«cal SurQsoiM 
Go#don v«n r««o Noort. M O 

Am«f *c«n Coii«9« of Ot«t«tnci«ns 
mnd Gynccolooim 

Mich*et N*w*ton M O 

Am«ric«n Cot|«gt nf Phyvciani 

tiUt^id C H#»i*now. Jr M O 

Anwrican Coll««t of Pr«v>ntiv« 
M«d«cin« 

E MtfCutiv* ( iiector 

Ai aric«<i Co4i««t of Swgtont 

C Rothni H^nton M D 

Am*ficio Ott«op«thic Amoc'*' lon 

ErViAfil P Crowwwi D (? 
C«^cui<v^ Oirm ten 

American PiOIOtOQiC SOCt«(V 
Jo^n E H^v M D 

American P&yChiatriC A»»oci4tion 

Amtrictn Society of lfit«f n«l M»diCin» 

Wi(ii«m R Riimwfv 
CmirutnHt DtfMtor 
AmericAA Soct«tv of Ptmt*c tna 
R«coft«tructiv« Sufgfont. loc 

A<t»«rf »o UfOkHK AMOCMlt*on 
Wviaod l^adtMiter M 0 

A«io€i«t>OA Of Am«r(C«A M tdCJl Coll«^ 

J(^n A 0 Ci)ni»f MO P«* O 
Pi«%Ml«ni 



Dear Dr, : 

The National C<^ter for Health Statistics, as part of its 
conirinuing prograa to provide infomation on the health 
status of the American people, is conducting a National 
Ambulatory Medical Care Survey (NAMCS). 

The purpose of this survey is to collect information 
about ambulatory patients, their problems, and the 
resources used for their care. The resulting published 
statistics will help your profession plan for more 
effective health services, determine health manpower 
requirements, and Improve medical education. 

Since practicing physicians are the only reliable source 
of this Information, we need your assistance in the NAMCS* 
As one of the physicians selected in our national sample, 
your parcicipation if essential to the success of the 
survey. Of course, all information that you provide is 
held in strict confidence. 

Hany organizations and leaders lu the medical profession 
have expressed their support for this survey, including 
those shown to the left. In particular, your own specialty 
society has reviewed the NAHCS program and supports this 
effort (see enclosure). They Join me in urging your 
cooperation in this important research. 

Uithin a few days, a survey representative will telephone 
you for an appointment to discuss the detalla of your 
participation. We greatly appreciate your cooperation. 

Sincerely yours, 



s ^ ' ' 
Edward B* Perrin, Ph.D* 
Acting Director 



'jr 



Enclosure 
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EffNeST 8. HOWARD. M.D. 



Dear Doctor 

The National Center for Health Statistics is conducting a survey to 
collect data on office*based ambulatory medical care. We urge you to co- 
operate in this survey from which we expect to obtain data of value to 
the medical profession in planning and organizing health services/ in 
planning for the efficient utilization of health facilities and manpower, 
and in determining desirable modifications in medical education programs. 

The American Medical Association is keenly interested in having ac- 
curate information about medical care services provided by physicians 
in private practice and was represented on the Technical Advisory Panel 
which was consulted about the type and amount of patient information to 
be collected and the survey procedures to be used. The survey has been 
designed to require a minimal amount of recordkeeping and to ensure con- 
fidentiality of information on patients from physicians* Data from the 
survey will be presented in summary form. 

If you wish more details about the survey or the amount of time it 
will Involve, please contact Mr. Theodore Woolsey, Director, National Cen- 
ter for Health Statistics, 5600 Fishers Lane, Rockville, Maryland 20852. 

i believe the data to be collected will be of value to the medical 
i^rof^ssion and urge you to support the study by providing the informa- 
tion requested. 



Sincerely , 




Ernest B. Howard, M. 0. 



APPENDIX III 



DATA COLLECTION FORMS 
FIELD TEST: PHASE I 



LONG FORM-PATIENT DATA 



SURVEY OF AMBULATORY MEDICAL CARE 



964:^6 



lOpmON Of WK COMUCT 



□ 
□ 
□ 
□ 
□ 
□ 



MT»IT CHAKACTBUSnCS 



DIAONOSnC MOCBXIteS 

□ 
□ 



MANAOCMENT 



□ 
□ 



OQIMOitACi 



□ 
□ 
□ 

□ 



□ 
□ 
□ 

□ 
□ 



ClTAIUi 





□ 




□ 




□ 




□ 


fAima MN VOM II 




V«i 


a 


Ma 


□ 



V Ytt, »0« IMI PMMNT 
ftOMIM Oi COMfUMf? 



□ 
□ 



Cl >l M i» r i y 



C 
□ 
□ 
□ 
□ 



kHATUi 



□ 
□ 
□ 
□ 



OUMM Of MIMMTt MO 

hi VO<K •p'WOf , Sow 



□ 
□ 

a 
□ 



V«ry MftOMl O 
M#<M» O 



hcammahon 



□ 
□ 



Y«0 N»0 

vm^puwoiiofim 

S cwM iwa OiaaMiii Mk.'^ 



VVtCcM 

IMUffWMI WVL I 



I0N/>#N 




eco 



lif«m la «• # 9«IM ar 



0*»a>MciM. 



□ 
□ 
□ 

D 

D 
□ 
□ 
□ 
□ 
□ 
□ 
□ 



□ 
□ 
□ 
□ 
□ 
□ 

8 

□ 



CCCi 



COMnoiNTIAl — Ai MmtfiM «Mdb 

i« Mrf far pumMiB d Nia mrm t 
I ar riHaMi la ate 




48 



ERIC 



SHORT FORM-PATIENT DATA 



SURVEY OF AMBULATORY MBNCAL CARE 



PHYSICIAN'S COPY 



49416 



MASOM Mt 1HM COMT Aa 

il PMTpl 



MmI ♦WQOrt**t AvQROlit Wt^"^*** Bt'ttW**'! 



r ATI&IT CHAKACTBHSnCS 



□ 
□ 



CIMtMf MAtlTAi HATV* 

□ 
□ 

□ 
□ 



$<po»a«»d or 



□ 
□ 
□ 
□ 



l»V YOU 



□ 
□ 



If VII. Mt INi mMKT 
9tOailM Ott COMftAMft 

Y« □ 

Na □ 



IDCAIMN or ntt COMT ACT 



□ 
□ 
□ 
□ 
□ 

JD 



CNAQNOSTtC PtOCEDUiES 



NttrOAV liiMtti □ 
Nans □ 



□ 
□ 
□ 



QuaMOcncim< 



» 1NB ytmn ym □ nq □ 

□ □ 



□ 
□ 



□ 
□ 



□ 
□ 
□ 



IWadlWI TAMN TNM VWTPOA iAAOIATOAV f 



•r 



en m^i^^iAiqI of OR otfob^iiitMtfiff bo N0I4 coftfi4oMiol« bo yftoif 
«My by pvttom •A0O0*4*'* ^ **** pwrpMM •! *• twf>(«y 
not to AidMad or (tlMMd f ¥ik 



MANAOEMmr 





□ 




□ 




□ 




□ 


atmimdh) 


n 


No fwfllioc foMow^ip plooMo4 


□ 






Itfwii lo mo 01 ony tMo, pirjt 


□ 


■«im» lo MO 0* ipooiiorf Mm or kAOMol 


□ 


Mttod tor <agmiiit to<*i oo>y 


□ 


Aitfrfotf to oooikor pfcyviooo for oooomI* 
loko*. AagMM or MoiMMt 


□ 


U«d*r my coro 

Uodir SMllior pkyikioM't «oi« 


□ □ 


Cttifroo4 (• 'rfoti^j ffcyoicioM or OQO^cy 


□ 

n 



9mm *ttun^ . Ml^ 
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INDUCTION INTERVIEW SCHEDULE 



03300 



INDUCTION INTERVIEW 



SURVEY OF AMBULATORY MEDICAL CARE 



ED 
1- 4 

5 

6- 7 
8 



FOR CODERS 



DATE OF INTERVIEW: 



I NTER VI EWER'S NO: 



CITY WHERE INTERVIEWED: 



INTERVIEWER' S COMMENTS - RECORD ALL SIGNIFICANT OBSERVATIONS 
RELATING TO YOUR CONTACT WITH THIS DOCTOR: 



RESPONDENT: 



( Prim 


Last Name Fi rst Name 


Ini tial ) 


( Pri nl 


Street Address) 





( Pri nt 



Ci t y 



Slati 



Zip) 



INTERVI EWER" S NAME- 



50 



ERIC 



Form Approved - Budget 
Bureau No. 68-S68099 



SAMC INDUCTION QUESTIONNAIRE 



Doctor, I woulc like to ask you a few questions to make sure we have 
identified you properly. 



1. First, you are a (SPECIALTY^ , is that right? 

( ) Yes ( ) No • What is your specialty, doctor? 



2a. Do you practice ( ) solo or ( ) in a. group or partnership? 
(Check one) 

b. (IF GROUP OR PARTNERSHIP) How many physicians are associated with you? 

physicians 

3. Do you treat any ambulatory patients in your practice? 
( ) Yes (CONTINUE INTERVIEW) 

( ) No - I treat no ambulatory patients (TERMINATE INTERVIEW) 
( ) No - I am no longer in practice (TERMINATE INTERVIEW) 

Aa. Would you tell me about how many hours you spend in a typical week in 
direct patient care and counseling? 

hours 

b. How many hours each week in other professional activity such as 
teaching, research, administration and continuing education? 

hours 

c. HOW many weeks per year do you usually practice? 

weeks 
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5. (REFER TO QUESTION Aa) 



You indicated you spend a total of hours per week in direct 

patient care and counseling. I would like to find out the different 
ways in which you spend your patient care time. I am particularly 
interested in how you divide it among five areas. Let me read them 
all first and then go over them one ^t a time. They are: 

Face to face contact with patients in your own office 
or clinic. 

On the telephone. 

In a hospital emergency room, in its outpatient clinic or 
with its bed patients. 

Now, to start again, how much time per week do you usually spend in 

Hours or Percent 

(a) Face to face contact with patients in 
your own office or clinic? 



(PROBE) About hox^ many minutes do you 

spend with each patient? ^i^^ 

(b) How much time per week on the telephone 
with patients? 



(PROBE) About how many minutes with 

each patient? ^^^^ 

(c) How much time per week in the hospital 
emergency room? 



(PROBE) About how many minutes with 

each patient? ^j^^ 

(d) How much time per week in a hospital 
outpatient department? 



(PROBE) About how many minutes with 

each patient? ^^^^ 

(e) how much time per week with your 

hospitalized patients'' 



(PROBE) About how many minutes with 

each pat ient ? ^j^^ 
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(f) Are there any other places where you carry out or 
pursue patient care in a typical week? 



( ) Yes ( ) No 

(IF YES, ASK) What are they? (ASK, FOR EACH) 
How much time is spent? 

Place Hours or Percent 



6. How many people work for you in your practice, including persons 
shared with other doctors? 



Full time (35 hours or more per week") 
Part-time (less tlian 35 hours per week) 



j)eople 



jpeople 



7. (ASK ONLY OF SOLO PRACTITIONERS, DO NOT READ QIOICES, BUT RECORD 
PHYSICIAN'S ANSl^R.) 

What office facilities do you share with other doctors'^ 
) None 

) Reception room 
) Examining rooms 
) Consultation rooms 
) Laboratory 
) X-Ray 

) Other, (please specify) 



8. In a typical week, how many ambulatory patient contacts do you have, 
those seen in person and those contacted by telephone? 

patients per week 
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PATIENT FORM EVALUATION INTERVIEW SCHEDULE 



03500 



SAMC FORM EVALUATION INTERVIEW 



SURVEY OF AMBULATORY MEDICAL CARE 



ED _ 
1 - 4_ 
5 _ 
6 - 7 



8 



FOR C O DERS 



DATE OF INTERVIEW: 



INTERVIEWER'S NO: 



CITY WHERE INTERVIEWED: 



INTERVIEVv KR S COMMENTS - RECORD ALL SIGNIFICANT OBSERVATIONS 
RELATING TQ YOUR CONTACT WITH THIS DOCTOR: 



RESPONDENT: 



(Print Last Name 


First Name Initial) 


(Print 


Street Address) 


(Print City 


State Zip) 


INTERVIEWER'S NAME: 






Form Approved - Budget 
Bureau No. 68-368099 
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SAMC FORM EVALUATION INTERVIEW 

(To be administered to participating physicians after 
they hnvo completed one quarterly assignment) 

1. Wlien \7cre the patient record forms usually filled out? (Check one only) 

( ) After each patient visit 

( ) From time to time during the day, as time allowed 
( ) All at once at end of each reporting day 
( ) All at once at end of the reporting period 

( ) Other ^ 

2. About how many minutes did it take to fill out each form? min./form. 

3. Who usually filled out the forms? 

Was anyone else involved? ( ) Yes ( ) No 
(IF YES) Who? 



What part did she (he, you) play in filling out the forms? 



4. From what sources did you draw the information requested on Lhe form? 
(DO NOT READ CHOICES, BUT RECORD PHYSICIAN'S ANSWER) 

( ) Doctor's memory 

( ) Nurse's or aide's memory 

( ) Patient's medical record 

( ) Bills/statements 

( ) Other 
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Did you encounter any inconsistencies on the form? 

( ) Yes ( ) No 

(IF YES) What were they? 



Was there any information nojt_ requested in the patient record form 
whicl^ you think should be added for the sake of completeness? 

( ) Yes ( ) No 

(IF YES) What information? 



What design or format changes can you suggest which you feel would 
make the form more useful or easier to fill out? 



(IF NONE) Tlien, you are generally satisfied with its layout as it 
stands? 

( ) Yes 



8* Did you find that the use of the forms was helpful to you,*iq any way? 
( ) Yes - How? 



( ) No 

9. What did you do with your copies of the form? (DO NOT READ CHOICES, BUT 
RECORD PHYSICIAN'S ANSWER) 

( ) Filed them in patient's record jackets 

( ) Kept Lhem all together in a file 

( ) Sent them back 

( ) Threw them away 

( ) Other 

10. Was your patient load during your reporting days unusual in any way 
with respect to number of patients, location of contacts, or time 
out of the office? 

( ) Yes - In what way? 



( ) No 

11. From what you know of this study, Ho you think that other phyaicians 
would participate in it? 

( ) Yes 

( ) No - Why not? 



12. With regard to the annual reporting schedule, wuld you prefer to 

report one day each month rather than two consecutive days each quarter? 

( ) Yes ( ) No ( ) No preference 



ERIC 
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13, Vlliat would you suggest be done to Increase the likelihood of 
participation by other physicians? 



(IF MONEY OR COMPENSATION IS MENTIONED, ASK) Kow much? 



(IF ^K)NEY OR COMPENSATION IS NOT MENTIONED, ASK) 
\^Jould monetary compensation help? 

( ) No 

( ) Yes 

(IF YES, ASK) How much? 



14, There are some situations that a few physicians have been uncertain 
about including in this survey. Thinking back over the days during 
which you. participated, do you recall seeing any patients who were 
ambulatory, perhaps at home or in an. emergency room prior to 
hospitalization, that you did not report on? 

( ) No 

( ) Yes - Uhere did these contacts take place? 



How mjny contacts were involved? 
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15. Do you keep any kind of daily list of patients contacted? ( ) Yes ( ) No 

(IF YES) Docs It Include; Yes No If no, proportion 

included 

a. All office patients? ( ) ( ) _ 

b. All telephone calls? ( ) ( ) . 

c. All hospital patients? ( ) ( ) . 

d. All emergency room patients? ( ) ( ) 

e. All home visit patients? ( ) ( ) 
Does it exclude any patients? 

( ) No 

( ) Yes, specify _ _ _ 
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APPENDIX IV 



DATA COLLECTION FORMS 
FIELD TEST: PHASE II 

SHORT FORM AND PATIENT LOG FOR NONSAMPLING PROCEDURE 



PATIENT LOG 

OATC !• 



DATt 



NATIONAL AMBULATORY MEDICAL CARE SURVEY 

PATIENT RECORD 



191I5D1 



13 



1* i 

" t 

15 j 

16 ^ 



17 



18 



19 



20 



!•« mM <M*«*f>MrfiMlv t^-M- ® ICASONt fO* TMII VlilT 




® COLO! 0« RACt 




p^— — — ■ ■ •wp^'wn- ViV^««<« Sr ^VViS-W**!! 

PATlSNri NAME 


(D SIX 


(2) CUmiHT MASITAt ITATUI 

< G»4*««« (•■ciw^* ctxWt**] 
* IT Mail IX i • Cj ^V'***^ , 


n 







PHYSICIAN % COPY 



® 



flAiUMATIOM * • L>«.«a4 



OlAQNOtTIC Ttm OfOKfttO THIS ViSiT (**^ .ll il^f m^if) 



TatATMfHT THtl VISIT UWck •!< *m ^ly) 



® rATlCNT $CCn9Y you 



IP YKt. POI TNC 



TAf f M THIS VftIT lY 



•V. 



OIIPOMTION TMt VISIT (dwrt vll *M ^Iff) 
• O (t«<«im •••••• - lAt^fvai 



@ OUEATWHQP TWtf Vt»IT 



MAl ••«if*4 .A and f«» Hi* ^pm»» ^ <M •4r»«r •«< mtU M«« h* 4<»rlM*4 V *«t«M«4 «• •tfi*' fr<i« ttr l«v any will** 

iifr nxi cm rrm □ rrm rrm cm CD 
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SHORT FORM WITH PATIENT LOG FOR SAMPLING PROCEDURE 



26859 



NATIONAL AMBULATOfty WCDICAL CASt SURVEY 

PATIENT RECORD 



26859 



1- 


' t*KK4» Ch l^.*. 


("4 


COLOR OR tA^I 
. . «*• ... 


PAT*(NT \f EN P'' 

t«« . s- 


* H«f« 










IP t£V hQ0 int 






v.. 



PATIENT LOC 



OATC . 



19 , 



At ••<»» M***** '•<*'4 n«M «( • St* 







"1- 

j 


Tint Qf 

VIIIT 


AGE 






PATiENT'SNAME 


1 

- I 

1 


t» 
•« 




I 








M 






1 

i 






F 


2 




t 






■ M 




- 4- 


P * 




f 


3 




\- 






M 














j 






F 



CON^CfM^iAl A « -*•<••♦•»'> •'»■€'■ 

*.« , will ^« .Wd )»U ti^jgc^ •<* Inf WoM* 



• IaSONI PPR TNlt VIIIT 



N»<>* 



® 

iXAMINATtOM 



® 



OiaCmOYTIC TCSTS OROiRlO TNIS VISlT lffM<4 •>< iM« •P9>vi 



TRIaTmCNT this visit (ahtcb All KtM aMlr^ 

A«. Mtf 4>*«. «• C^Vf^f*! 



takin th<s v&.t ev 



® 



OlSPOSlTiON THl} VISIT (ih«<h vil «*»<y> 

2. mm F • •» » " 

„ R«<^> I* »^K't-»< • V 



R*«wn«4 



R«U««< fv <-f9P««'-( ••lU 



^ DURAttOM Q> THIS V'St' 



MINIFORM AND PATIENT LOG FOR NONSAMPLING PROCEDURE 



PATIENT LOG 

DATE 19 



A» •och p«*i*i%r 9rfiv»», ftCQfii S't nam^ on *H« 

b«««d pOtiPtM fftCOtd to tht right. 





r" 






31 




32 





PATIENT'S NAME 



33 
34 



35 



38 



39 



40 



36 




37 





PHYSICIAN'S COPY 



NATIONAL AMBULATORY MEDICAL CARE SURVEY 

PATIENT RECORD 



ACE 



or 
.Mot. 



SEX 



I □ MoU 
i D Foweto 



DATE 



19. 



598(D1 



DIAGNOSIS THIS VISIT 

Most im(K»riont diognotit (doftmto of pf ovitic^nol) 



Oihof diognotot 



TREATMENT THIS VISIT (eKoelt oil iKot op^ly) 

< □ Mono roqutrod • □ Advliod dio% oxordto or hobit chongot 

Onjg thoropy •□ FoMily ploontng 

* O Offico turgicol trootmont Othor (tpocify) ^ . . . 

* G Tho'opOutic littonlng ond/o' ptyct^thoropy 



CONFIDENTIAL - All Inferotorion wMeh would ponoif idontilicotion ol on indiyidyol or on ottoW 
lithntOAi will bo hold coftfidontiol, will bo utod only by portont ongogod in ond fo« tHo pyrpoaot of fho 
•urvoy and will not bo ducloaod or rolootod to otkor portont ot uaod lor ony otiior purpoto. 

rOOM 0 AI^MOvCO • OWOOCT tUOtAU MO. 0«-0700«« 



CD - OMO MO. to-trtoso 
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MINIFORM WITH PATIENT LOG FOR SAMPLING PROCEDURE 



85154 



NATIONAL AMBULATORY MEDICAL CARE SURVEY 

PATIENT RECORD 



85154 



PATIENT LOG 

DATE 19 

As SQch Mti*nt •rr«v*t. r*cord nO<n«. tiM of viftit. «9« ood 

on th« log h*lo* Fw rti* pgti«nt •nt*r*d on lin« l3. oUo complor* 

th« potiont r«co<d to Hi* right. 



PATIENT'S NAME 



riME OF 
VISIT 



Rocord diOQAotit ood trootmcM for 
tf i» po»tonT. 



ACE 
Yro. 

AT 

Moo. 



Yrt. 



Yrt. 



Yro. 



Mos. 



OIACNOSIS THIS VISIT 

Motf imporfont diognotit (doltnito or provitionol) 

Ofhor diognotot 



SEX 



DM 



DP 



CM 



CONTINUE LISTING PATIENTS ON THE NEXT PACE 



TREATMENT TH]$ VISIT (cKock oil tKo» oRply) 

1 n NoftO r«qgirod • C A^vUod diol. OBOrcioo o* hokil cK««i9* 

2 C7! D'«g thoropy • O Family plonntng 

» n Offico turgicol trootmonl ' □ Qthor (opocify) — 

^ G Thoropoutic |iot#n>og god/or psychot^oropy — 



CONFIOENTIAL - All informotioo •fhich would pormit id«ntific«tion of «« indivldwol or an oo» 
lobIith««nl will U hold confidooliol. will bo utod only by porsons ongotfod in ond for fh* 
purpetot of tho iurvoy ood wH! not bo disclosod or rolooood fo olSor pOrtooo or uo«d for OAy 
othor pvrpoto. ^ apmiovco - suoftCT ouhiau mo. e»-t700«t 
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MINIFORM WITHOUT PATIENT LOG FOR NONSAMPLING PROCEDURE 



NATIONAL AMBULATORY MEDICAL CARE SURVEY 

PATIENT RECORD 



AGE 




SEX 






PATICNT 




Yrt, 




DATE 


. 19 






or 

Mot. 


2 n F«mal« 









DIAGNOSIS THIS VISIT 



Most importont diognotiS (d«{init« or provitionol) 



Oth«r diognosvft 



TREATMENT THIS VISIT (chack oil fkaf opply) 






^ D Nono roqtfirod 


»□ 


Advitod dioff oKorcito or hobit chongot 


2 0 Drug thoropy 


«□ 


Fomily plonning 


3 D Offico Surgicol tr«otm«nt 




Othor (tpocify) 


^ CD Thoropoutic li Stoning ond/or ptychothoropy 







CONFIDENTIAL — All information which would pormit idontificotion of on individuol or on ostob- 
li«hmont will bo hold confidontiol, will bo uaod only by portont ongogod in ond for tho purposes of tho 
Survoy ond not bo disclosod or roUoSod to othor portonS or utod for ony othor purposo. 

rORM O APPHOVCO •OUOCCT OORCAU MO. 0«-S 70060 
CX». 0/31/71 



tNLISTMENT INTERVIEW SCHEDULE 



CONFIDENTIAL^ 



Form approved. 

Budget Bureau No, 68-S7Q065 



Februar%' 1971 



Time 


AM 


Bc-^an : 





NATIONAL OPINION RESEARCH CENTER 
Lnivcrsity of Chicago 

NATIONAL AMBULATORY MEDICAL CARE SURVEY 
Survev No. 4118 



(Phys. ID Number) 
INDUCTION INTERVIEW 

A.s I J>aia on tl'v phone the other day, Dr. , I have a few questions to 

jsk helorc we discu»^s the reporting procedures. 

First, about your practice . . * 



I. Yv)u arc ii 



(fiNTF.K :^PI.(:iALTY FROM CODE ON FACE SHEET LABEL.) 

Yes 

No (ASK A) 



Is that right? 



A. IK NO: What is vour specialty, (including general practice)? 



(Name of Specialty) 



Do you practice solo, or are vou associated with other physicians in a 
partnership, in a ^roup practice, or in some other way? 



Solo 1 

Partnership (ASK A) 2 

Group . . . (ASK A) 3 

Other (SPECIFY AND ASK A) 4 



A. IF PARTNERSHIP, CROUP. OR OTHER : How many other physicians are associ- 
ated with you? 



i^t of Physicians) 



"aU information which would permit identification of an individual or an 
establishment will be held confidential, will be used only by persons engaged in 
and for the purposes oi the survey, and will not be disclosed or released to other 
persons or used for any other purpose. 
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Now I'll take a few minutes to discuss with you the physician's role in the National 
Ambulatory Medical Care Survey. To understand this better, 1 should give you a little 
background about the origin of this survey. 

There is a general lack of any systematic information about tlie characteristics and 
complaints of people who consult physicians in their offices. Such information is bad- 
ly needed by medical educators and persons concerned with modical manpuwor needs. 



In response to this need, NCHS (National Center for Health Statistics), in coopera- 
tion with representative of the medical profession has developed this survey of 
Ambulatory Medical Care, the information for this survey can be provided only by 
office-based physicians who provide care for ambulatory patients. 

The task is simple, carefully designed, and should not take much of your time. Es- 
sentially it consists cf your participation on two randomly selected consecutive 
days in each of four quarters. Your participation consists of filling out a minimal 
amount of information for each patient seen by you during that two-day period. Let 
me show you the fonn(s) involved now. TAKE OUT FOLIO AND SHOW FORM(S) TO THE DOCTOR. 

EXPLAIN HOW FORMS ARE TO BE FILLED OUT. SHOW DOCTOR THE INSTRUCTIONS ON POCKET OF 

FOLIO TO WHICH HE CAN REFER AFTER YOU LEAVE. 

RECORD VERBATIM ANY CONCERNS, PROBLEMS, OR QUESTIONS THE DOCTOR RAISES IN CONNECTION 
WITH THE EXPLANATION OF THE SURVEY OR THE COMMITMENT FOR FOUR QUARTERS. 



Doctor, now that you know what the task is, let me tell you that your reporting days 
for thie quarter are: RF-AD DAYS OF WEEK AND DATES WHICH YOU CIRCLED FROM PAGE 3 OF 
CONTROL FOLDER. 

M T W Th F Sa 
and 

M T W Th F Sa, March and 



3. Are you likely to sec any ambulatory patients on those days? 

Yes 1 

No . . . (ASK A 6c B) ... 2 

IF NO : 

A. Why is that? 



-3- 

3» Continued 

IF NO TO 3 ; 

B. Your alternate days would be (READ NEXT PAIR OF DAYS). Are you at all 
likely to sec any ambulatory patients on those two days? 

Yes 1 

No . . . [ASK (1)] 2 

(I) IF NO TQB ; Would you pK^aso select any two consecutive days between 
March 8 and March 20 on which you would be likely to see any ambulatory 
patients? 





SELECTED REPORTING DAYS ARE: 




M 


T W Th F Sa 






and 




M 


T W Th F Sa, March/April_ 


_ and 







Yes (RECORD SELECTED DAYS AND 
DATES IN BOX) 

No (OFFER CHOICE OF ANY 2 DAYS 
BETWELN MARCH 22 >^ND APRIL 2 
AND RECORD SELECTED DAYS AND 
DATES IN BOX) 2 



RECORD VERBATIM ANY COMMENTS DOCTOR MAKES WITH R£FERENCE TO THE SELECTION OF RE- 
PORTING DAYS. IF REPORTING DAYS ARE UNACCEPTABLE FOR OTHER REASONS THAN ABOVE, 
RECORD VERBATIM HERE. 



At which office location will you be seeing ambulatory patients during the 
2-day reporting period? RECORD UNDER A BELOW AND ASK B WHJSW INDICATED. 



B. IF HOSPITAL EMERGENCY ROOM. OUT-PATIENT CLINIC, OR OTHER INSTITUTIONAL L0> 
CATION IN A ; Thinking about the ambulatory patients you see in (PLACE IN 
A), do vou, yourself, have primary responsibility for their 
care over time, or does (INSTITUTION IN A) have primary 
responsibility for their care over time? 



A. 


B. 




Dr. has prime 


Inst, has prime 




responsibility 


responsibility 


Office Location 


(in- scope) 


(out-of *scop<>) 



(1) 



(2) 



(3) 
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5, During your 2-day reporting period (REPEAT EXivCT DATES), will anyone be available 
to help in the survey reporting process (at each IN-* SCOPE location)? 

Yes • , , (ASK A) , . I 
No 2 



A. IF YES: Who would that be? 

RECORD NAME, POSITION, AND LOCATION. 


B, INTERVIEWER: WAS 
PERSON BRIEFED BY 
YOU? 


Name 


Position 


Location 


'es 


No 




1 2 

1 2 

1 2 
1 2 









Now I 
6. ' 



have just a few more questions about your practice during a typical week. 

During a typical week, ^proximately how many hours do you spend each day caring 
Cor ambulatory patients? RECORD IN COLUMN A, 

And about how many ambulatory patient visits do you have each day, during a 
typical week? RECORD IN COLUMN B. 



Day of the week 


A. 

Estimated hours 


B. 

Estimated No. of patients 


Monday 






Tuesday 






Wednesday 






Thursday 






Friday 






Saturday 


1 




Sunday 


1 1 





BEFORE YOU LEAVE, STRESS THAT EACH AMBULATORY PATIENT SEEN BY THE DOCTOR DURING THE 2- 
DAY PERIOD AT ALL IN-SCOPE LOCSTIONS (REPEAT THEM) IS TO BE INCLUDED IN THE SURVEY, 

Tliank you for your time, Dr. . If you have any (more) questions, please feel 

free to call me. My phone number is written in on the folio. I'll call you the day 
before your reporting days just to remind you. ~~ 



O 

Month 



TSatl 



Time 
Ended 



AM 
"PM 



1. 



i^TEMS I 6c T I ARE TO BE COMPLETED BY THE INTERVIEWER AFTER THE INTERVIEW. 
How much interest 'O you think the doctor II. How confident are you that the 
has in the survey? 

. 1 
. 2 
. 3 

. 5 



Tntei viewer 
-t- — - I 



Great interest . 
Some interest < 
Little interest 
No interest 
Can't tell . . . 



doctor will complete the forms? 
Definitely will ... I 
Probably will .... 2 
Doubtful 3 



Interviewer's Signature: 
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EVALUATION INTERVIEW SCHEDULE 



COHFIDEOTIAL* 



NATIONAL OPINION RESEARCH CENTER 
University of Chicago 



Form approved. 
Budget Buredu No. : 



Time 




AM 


SURVEY 


Began : 




PM 


Hello, 


Dr. 




. This 


search 


C*?nter 




the University 



NATIONAL AMBUL/\TORY MEDICAL CARE SURVEY 
Survey No. 4118 

SURVEY EVALUATION INTERVIEW 



Feb, 1971 



L 



(Phys. ID Number) 



I called to thank you very much 



for vour cooperation in cne wauiuudi niuu«*«i.-*/ . 

pleto your participation. I hope you will answer a few questions now to help 
us evaluate the survey. 

IF PROCEWRE V WAS USED BY THIS DOCTOR. BEGIN THIS INTERVIEW WITH Q. 2, 



NOTE 

1 



You will recall that two forms were used-thc Patient Log and the Patient 
Record. 

A. First, tell me aoout the Patient Log-who, in your office, completed 
the Patient Log (for the most part)? 

Doctor himself ^ 

Assistant who was 

briefed by interviewer . 2 

Someone else (SPECIFY) . . 3 

B. At what point were the patients' names (usually) entered on the log? 
DO NOT READ CATEGORIES. 

When patients' checked in with re- 
ceptionist or nurse I 

When patients saw doctor 2 

Other (SPECIFY) 3 



2. Now, tell me about the Patient Record. You may recall that there were two 
kinds of information requested on the Patient Record--personal and clinical. 

A. Who usually completed the items asking for clinical information? 

Doctor hiuiself 1 

Assistant who was 

briefed by interviewer . 2 

Someone else (SPECIFY) . . 3 

B. Who usually completed the items asking for personal information? 

Doctor himself I 

Assistant who was 

briefed by interviewer . 2 
Someone else (SPECIFY) . . 3 



*All information which would permit identification of an individual or 
an establishment will be held confidential, will be ased only by persons en- 
gaged in and for the purposes of the survey, and will not be disclosed or re- 
leased to other persons or used for any other purpose. 

-l- 
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2. Continued 

C. Was anyone else involved in completing any part of the Patient 
Records? 

Yes . [ASK (1) 6c (2)) ... 1 
No . (GO TO 3) 2 

IF YES TO C : 

(1) Who was that? 

"(^iaine) ' (Position) 

(2) What part of the forms, did (you/he/she/they ) complete? 

Clinical items 1 

Personal items 2 

Other (SPECIFY) 3 

3» At what point in the process was the clinical information on the Patient 
Record filled out? DO NOT READ CATEGORIES 

At the time patient saw doctor 1 

At the end of each day (ASK A) 2 

At the end of reporting period (ASK A) . 3 

Other (SPECIFY AND ASK A) 4 

A. IF N O r AT TIME 

PATIENT SAW DOCTOR : Was the clinical information entered mostly from 

memory, mostly from the patient's medica- record, 
or mostly from something else? 

Mostly memory 1 

Mostly patient's medical record 2 

Mostly something else (SPECIFY) 3 

4. How long did it usually take to complete a Patient Record? 

m i nut e s 
or 

seconds 

3. When filling out the Patient Records, were there any items or instructions 
that you had trouble with? 

Yes . (ASK A) 1 

No 2 

A. IF YES: What were they? 
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ASK Q'S b AND 7 ONLY OF DOCTORS ASSIGNED PROCEKJ RES II OR IV: FOR OTHERS SKIP 
TO Q. 8 . 

6. Did vou (OR PERSON) have any trouble filling out yes . (ASK A) . . I 

Che Patient Log? „ , 

No ^ 

A. IF YES; What was the trouble? 



7 Did you (or the person filling out the forms) have any difficulty follow- 
ing Che survey procedures because a Patient Record was completed for only 
every third patient? Yes . (ASK A) . . 1 



No 

A. IF YES: What difficulties? 



ASK EVERYONE ; 

8 We are trying to get some notion of how complete the information is which 
we have collected. We know f at many things could have occurred to pre- 
vent you from keeping records on the two reporting days. How confident 
are you that the records you sent to us include every ambulatory patxent 
seen by you during the 2.day reporting period-would you say you are con- 
fident that every patient was included, or that you got all except one or 
two, or that more than that were missed, for one reason or another. 

Every patient was included ... I 
Got all except one or two ... 2 
Missed more than that (ASK A) . 3 

Can't recall ^ 

A, IF MISSED MORE THAN TWO; Why was that? 
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9« WViAf changes do you suggest in order to make any of the forms more useful 
or easier to complete? RECORD IN APPROPRIATE COLUMN. 

Patient Records Patient Log 



ASK Q. 10 ONLY IF "NO CHANGES" SUGGESTED IN Q> 9 . 

10, Are you generally satisfied with the forms as they are? 

Yes • I 

No . (ASK A) 2 

A* IF NO: Why not? 



II. With regard to the overall survey operation in your office, did you find 
that the procedures we asked you to follow were reasonable and easily 
adaptable to your office routine? 

Yes 1 

No . (ASK A) . • . • 2 

A. IF NO : What changes in procedures do you suggest that would make 
your participation easier? 
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hk>w, ahuuL your practice. 

Was your practice during the 2-day reporting period (GIVE DATES) unusual 

in any way? ^ ^ 

^ Yes • . (ASK A-C) 



I 

No 2 



IF YES: 



A. Was your patient load lighter than Lighter than usual . 1 

usual, heavier than usual, or about Heavier than usual • 2 
the same? p^^^^^^ the same • • . 3 



B. How about the amount of time 
spent in caring for ambulatory 
patients--was that less than 
usual, more than usual, or 
about the same? 



Less than usual • • 1 
More than usual . . 2 
About the same * • • 3 



In what (other) ways was your practice unusual during your reporting 
period? 



Number of patient 
contacts by 
telephone* _ 



IJ. Doctor, we would like to get an idea of your total ambulatory patient load 
during the two-day reporting period, includinR telephone calls and patient 
contacts made out side of your office. 

A. First, how many ambulatory patient 
contacts would you estimate took 
place by telephone during the two- 
day period-*non including calls 
for appointments? 

B. How many ambulatory patient con- 
tacts were not included in the 
survey because they took place 
outside of your office during the 
two-day period, such as in a hos- 
pital emergency room, in a patient's 
home, in an out-patient clinic, at 
the ^'^t^ne of an accident, or elsewhere? 



Number of outside 
pat ient contact s : 



14 What suggestions do you have for us to encourage participation in this suV- 
vey by other physicians? (IF MONEY IS MENTIONED, PROBE FOR AMOUNT.) 
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15. A lettci was sent to you by Mr. Theodore Woolsey of the National Center for 
Health Statistics (NCHS) urging you to participate. Did you receive that 
letter? 

Yes . (ASK A) 1 

No 2 

A« IF YES ; Did it influence your decision to participate? 

Yes 1 

No 2 

16. There was also a letter from Dr. Howard, Executive Director of AMA urging 
you to take part in the study. Did you receive that letter? 

Yes . (ASK A) 1 

No 2 

A. IF YES ; Did it Influence your decision to participate? 

Yes 1 

No 2 



17. Did you hcppen to discuss the survey with anyone from your (local or) 
state medical society or one of your colleagues before you participated? 

Yes, local or state medical society (ASK A) . . I 

Yes, colleague (ASK A) . . 2 

No, neither 3 

A. IF YES : Did (that/those) dl scussion(s) influence your decision to par- 
ticipate? 

Yes 1 

No 2 

18. Were there any (other) specific factors which influenced your decision to 
part ic ipate? 

Yes . (ASK A) 1 

No 2 

A. IF YES; What were they? 
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19. We initially requested your participation in this survey during four quarter- 
ly 2-day periods. After having participated for the first period, how do 
you feel about participating during the other 2.day periods-wc Id y-u defi- 
nitely participate, probably participate, probably not participate, or defi- 
nitely not participate? 

Definitely would ... 1 

Probably would ^ 

Don't care one way or the other . 3 
Probably would not (ASK A-D) . . 4 
Definitely would not (ASK A-D) • 5 
Don't know ^ 

IF PROBABLY NO T OR DEFINITELY NOT : 

A. Why would you (probably) not participate? 



B. ( PROCEDURES I AND II ONLY ); Would you be willing to participate if t\ 
Patient Record was different? 

Yes 1 

No 2 

C. (PROCEDURES III. AND V ) ; Would you be willing to participate if 
you were asked to cotnplete cnly about ten Patient Records for each of 
the two days? 

Yes 1 

No 2 

D. Are there any (other) conditions under which you would participate 
aeain? 

^ Yes lASK (1)] . . I 

No • 

(1) IF Y£S TO D: Under what conditions? 



That's all the questions I have. Doctor. The infonnation ycu have given u« to- 
day will be most useful in evaluating our survey procedures. Thank you very 
much for all your help and cooperation. 



FILL OUT ITE31S ON BACK COVER AFTER INTERVIEW. 



Time 


AM 


Ended:" 


m 
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ITEMS BEIOW ARE TO BE COMPLETED BY THE INTERVIEWER 
AFTER THE INTERVIEW 

I. How do you think the doctor feels about participating during the other 
three quarters? 

Definitely would • . • . . I 

Probably would •••••• 2 

Probably would not • • • . 3 

Definitely would not . • • 4 

Can't tell 5 

II. Was doctor cooperative during this evaluation interview? 

Yes 1 

No . . (ANSWER A) .... 2 

A, IF NO : Why do you think he wasn't cooperative? 

III. Was this interview conducted on the telephone? Yes ....... I 

No (ANSWER A) . . 2 

A, IF NO ; Where was it conducted, and why were you not able to conduct 
it on the telephone? 



Please record here any other comments or insights of your own which might 
help us in the evaluation of this survey. 



Interviewer's Signature: 
Date of Interview: 



Month Date 



(Interviewer #) 
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VITAL AND HEALTH STATISTICS PUaUCATlON SERIES 



Formarly Public Health Services Publication No. 1000 



^srams and collection procedures.-Reports which describethe general programs of the National 
;:emer for Health Statistics and Its offices and divisions, data collection methods used, definiuons. 
end other material necessary for understanding the data. 

hua evaluation and methods researcA.- Studies of new statistical methodology including: experi- 
ibenul tests of new survey methods, studies of vital statistics collection methods, new analytical 
>chniques. objective evaluations of reliability of collected data, contributions to statistical theory. 

^lytical studies -Reports presenting analytical or interpreUve studies based on vital and health 
itttistics, carrying the analysis further than the expository types of reports in the other series. 

Pocuments and committee reports.^Fiml reports of major committees concerned with vital and 
)iealth statistics, and documents such as recommended model vital registration laws and revised 
Urth and death certificates. 

Data from the Health Interview Swrrev.-Statistics on illness, accidental injuries, disability use 
of hospital, medical, dental, and other services, and other health-related topics, based on data 
collected in a continuing national household interview survey. 

Data from the Health Examination Surrey. -Data from direct examination, testing, and measure- 
ment of national samples of the civilian, noninstitutional population provide the basis for wo types 
of reports- (I) estimates of the medically defined prevalence of specific diseases in die United 
States and the distributions of the population with respect to physical, physiological, and psycho- 
logical characteristics: and (2) analysis of relationships among the various measurements without 
reference to an explicit finite universe of persons. 

Data from the Institutional Population Surveys -Statistics relating to the healtii otiaracterlstics of 
persons in institutions, and tiieir medical, nursing, and personal care received, based on national 
samples of establishments providing these services and samples of the residents or patients. 

Data from the Hospital Discharge Survey. -Statistics relating to discharged patients in short-stay 
hospitals, based on a sample of patient records in a national sample of hospitals. 

-Data on health resources: manpower and facilities. StatiBtica on Uie numbers, geographic distri- 
bution, and characteristics of health resources including physicians, dentists, nurses, other health 
occupations, hospitals, nursing homes, and outpatient faciUties. 

Data on morto/i7>.-Various statistics on mortality other than as included in regular annual or 
montmy reports -special analyses by cause of death, age. and other demographic variables, also 
geographic and time series analyses. 

Data on natality, marriage, and diiwrcj.-Var.ous statistics on natality, marriage, and divorce 
-other than as included in regular annual or monthly reports-special analyses by demographic 
variables, also geographic and time series analyses, studies of fertility. 

Data from the Natio.tal Natality and Mortality Surveys.Stitistica on characteristics of births 
and deaths not available from the vital records, based on sample surveys stemming from tiiese 
records including • uch topics as rrortality by socioeconomic class, hospital experience in the 
last year of life, medicc 1 care during pregnancy, health insurance coverage, etc. 

of titles <rf reports published m these series, write to: Office of Information 

National Center for Health Statistics 
PubUc Health Service, HRA 
^ Rockville. Md. 20852 
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